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AVAItLABLE 


A circle of old friends 


Dentists, more interested to-day than 
ever before in prolonging the useful- 
ness of their instruments, are turning 
in ever-increasing numbers to Metaphen 
Disinfecting Solution where the cold 
disinfection of instruments is practi- 
cable. For Metaphen Disinfecting Solu- 
tion does not injure temper or finish, 
not pit or dull cutting edges, and thus 
eliminates the wear and tear of frequent 
resharpening. @ This widely used agent 
requires a minimum of attention and 
may be relied upon in the absence of 
much blood and exudate to kill com- 
mon vegetative pathogenic bacteria 
bacilli) in about. 


(except tubercle 
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. . . worth keeping! 


ten minutes. Instruments removed 
from the disinfectant are ready for 
immediate use without rinsing or dry- 
ing, since Metaphen Disinfecting Solu- 
tion is non-irritating to the skin and 
oral tissues, and does not leave a 
gummy deposit to interfere with the 
free action of hinged or jointed instru- 
ments. @ In addition, when instruments 
are cleaned before immersion, the solu- 
tion remains clear and stable, and may 
be used over an extended period with- 
out marked decrease in efficiency. 
e@ Why not order a supply to-day? 
ABBOTT LABORATORIES 
(Australia) Pty. Limited 
Box 3698 G.P.O. Sydney 


REG. TRADE MARK 


Abbott) 


SBOTTLES OF 
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MAYBE! ! 


You HAVE that set of teeth you need so urgently 


BUT CAN’T FIND IT! 


because your stock is not systematically arranged. Teeth 
represent a substantial investment, and to get the best return 
from that investment you must know exactly what shades and 
moulds you have on hand, and to prevent ‘leakage’ your 
stock should be kept in a cabinet that can be safely locked. 
The cabinet illustrated herein has been specially designed for 
your convenience. It enables you to see at a glance exactly 
what stock you have on hand, to immediately select shades 
and moulds required, to simplify re-ordering, to eliminate the 
possibility of duplicating moulds and shades already in stock, 
and to keep stocks securely locked up. 


A WONDERFUL CONVENIENCE 
That quickly pays for itself. 


PRICE - - - £10/-/- 


Size 18in. x 14in. and Qin. high. 
Will accommodate approximately 1,900 Anteriors and 2,000 Posteriors. 


THE COMMONWEALTH DENTAL 
SUPPLY COY. PTY. LTD. 


206 Castlereagh Street, Sydney. Phone: M 4818. 
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Designed for Children—and they prefer this Dentifrice to all others 
because its flavour is unique. 


ALKADENT 


with FLUORIDE 


ALKADENT CONTAINS 
@ Sodium Fluoride, 1 in 10,000. 
@ Bentonite, Sodium Lauryl Sulphate and Chalk to cleanse. 


@ Urea and Ammonium Phosphate to help inhibit decay. 


Whatever your views on the efficacy of Ammonium Ions or Trace 
Fluorides, this Dentifrice is good— it soaps moderately, cleans well 
and Tastes Very Refreshing Indeed. 


Children are keen to use a toothbrush—if Alkadent is on it. 


Put your name on this sheet; post it in now—we’ll send you a full-sized 
canister to try. 


BRITISH ETHICAL AGENCIES 


66 RESERVOIR STREET, SYDNEY. 
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The conservation 
value of your fillings is greatly 
enhanced when the cavity is first 
lined with... 


KALSOGEN 


Regd. Trade Mark 


DENTAL INSULATOR 


Produced to a special formula for perfect protection. 
May also be used as a temporary filling material. 


THE AMALGAMATED DENTAL CO. LTD. (INC. LONDON, ENGLAND) 
124 Exhibition Street, MELBOURNE, and at 160 Castlereagh Street, SYDNEY. 
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veLLow 


The S. S. White Company of Australia Pty. Ltd. 
T. & G. Mutual Life Building 
cnr. Park & Elizabeth Streets 
SYDNEY, N.S.W. 
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High resistance to oral fluids % 
wid VY Minimum number of powders with maxi- | 
Tooth colors match 9 out of 10 cases 
Simplified color matching, mixing, and 
Complies with A.D.A. Specification No. 9 
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Asocanon) 


MONOCAINE 2 per cent with Epinephrine 1:50,000 


In Submarines “Depth without Danger’ is of action, and, in many instances, unpleasant post- 
prime importance... 


operative sequellae. 


In local anaesthesia, too, we must consider the Monocaine Formula 2ME (monocaine 2% with 
relationship between safety and depth. A num- epinephrine 1 : 50,000), on the other hand, pro- 
ber of anaesthetic drugs in excessive concen- 


duces anaesthesia as deep as procaine 4%, yet 
trations or combinations will produce deep 

anaesthesia. So will cocaine. But all of these its toxicity is appreciably less than that 
“stronger” anaesthetics can induce toxic re- concentration of procaine. 


Monocaine Formula 2ME was specifically developed for those cases 
in which anaesthesia is difficult to obtain. While Monocaine 114% 
is recommended for routine use, Monocaine Formula 2ME will be 
found to be particularly advantageous for jacket crown work, pulp 
extirpation and the preparation of bridge abutments. 


MONOCAINE Formula 2ME offers the anaesthetist depth without 
danger—it combines adequate potency with maximum safety. 


Monocaine is the THE S. S. WHITE CO. 
rewistered trade mark ()F AUSTRALIA PTY. LTD. 


Novoco 
Chemical Mfg. Co., 


hay T. & G. Building, 
Park Street, Sydney 
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PRESTIGE 


It was in the year 1846... over one 
hundred years ago. . Flavelle Bros. 
began business at 340 George Street, 
Sydney. 


They were the first in Australia to make 
a study of the material requirements of 
the Dental Profession. 


To-day—Flavelles Dental Pty. Ltd.— 
an organisation of experts who are 
always ready to make available to you 
the benefit of their years of experience. 
They will study your needs, make re- 
commendations, and give you practical 
advice without obligation. 


FLAVELLES 


DENTAL 
SYDNEY, MELBOURNE 


and NEWCASTLE 
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MILNE BROWNE CO. LTD. 


PRESENT 


THE NEW PREMODENT DENTAL CABINET 


ALSO 


A FULL RANGE OF DENTAL EQUIPMENT, UNITS, 
CHAIRS, ETC. 


IMMEDIATE DELIVERY 


Sydney: 114-120 Castlereagh Street Brisbane: 235 Edward Street 
’Phone: M 4891, five lines ’Phone: B 6617 and B 876I 
Telegrams: MILNEBROWN 
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Introducing 


the Philmix 
Electric Amalgamator 


Complete with 3 extra capsules and pestles in plastic container. 


Expedites your operative procedure by producing a mix of fine 
smooth texture in 10 to 15 seconds. The amalgam comes from the 
capsule ready for immediate use. 


Finished in black crinkled enamel. 


JOHN T. JENNINGS PTY. LTD. 
167 Elizabeth Street, Sydney 
Associated with Jennings Elliotts Pty. Ltd., Brisbane 
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“KALLODENT” DENTURE ACRYLIC 


What is the difference between 
“KALLODENT” 222 and “KALLODENT” 
333? 
Firstly, look at the illustration of 
“KALLODENT” 222. Briefly, the com- 
position of “KALLODENT” can be illus- IMPORTANT: Youcan blend 
trated by a collection of small regular “KALLODENT” 222 and 
spheres. Now look at the “difference”. “KALLODENT” 333 to 
A collection of acutely angled granules. 
Lastly, see “KALLODENT” 333. 
These are the small spheres plus the 
granules which make the doughing time 
so much faster. 


“HALLODENT 222 
“HALLODENT” 3330] or ne 


KAL. 8X. 2436 


give almost any working 
time you require. 
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DENPRO DENTAL CHAIR 


@ The Queensland University 
Dental College, Brisbane, 
have installed 50 Denpro 
Chairs and Units in their 
new surgeries. 


@ A 12 months’ 
Guarantee goes 
with each Chair. 


| Immediate Delivery from appointed agents in all states 


Manufactured by 


DENTAL PRODUCTS PTY. LTD. 
196 ABBOTSFORD ROAD, MAYNE 
BRISBANE 
QUEENSLAND AUSTRALIA 
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but — MOUTH TISSUES CHANGE! 


. . . and that’s the trouble, because ignorance of this may cause 


dissatisfaction with a perfect job. Patients should know when normal 


resorption occurs and realise that this condition requires their dentist’s 


assistance. It is sound business and good advice for the dentist to 
advise the patient’s use of Fasteeth when fitting new dentures. A 
carefully blended combination of gums in Fasteeth ensures the main- 
tenance of the peripheral seal, making Fasteeth cohesive rather than 


adhesive. Try recommending Fasteeth to your next denture patient! 


EW FASTEETH PACK 


The Fasteeth pack now has a special finger-tight 
lid. When this is removed, a perforated top is 


ASTEE? 


revealed that enables a quick, even, economical 
distribution of FASTEETH Powder over all 


parts of dentures that contact the gums and the ty fOlds 
(Phares 
y 


roof of the mouth. Trial professional samples 


available on request. 


Distributed by 


CLINTON-WILLIAMS PTY. LTD. 


Rothschild Avenue, Rosebery 
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INCOME PROTECTION 


All Sickness and Accident Cover 


“AUSTRALIAN 
PROVINCIAL 
ASSURANCE, 


53 MARTIN PLACE 
SYDNEY 


INSURE YOUR HEALTH AS WELL AS YOUR LIFE. « 


£10 or £15 per week for disablement by any sickness or accident. 
Special protection for forefingers and thumbs. 


Life and Endowment Policies also issued incorporating all sickness and accident 
cover. 


For full list of many benefits write or phone 


The Australian Provincial Assurance Association Ltd. 


Incorporated in New South Wales 


53 MARTIN PLACE, SYDNEY 


BW 4201 (5 lines). 
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al n is the last straw that breaks the patient's fortitude. 


The more promptly he can be relieved of pain the 
greater will be his appreciation and the more lasting 
his confidence in the dentist. 

VEGANIN serves as a satisfactory and comprehensive 
treatment for all types of dental pain, and it may be 
used profitably as a sedative before extractions. 
Therapeutically considered, Veganin fills a well- 


defined need in dental practice. 


Veganin Tablets are supplied 
in tubes of 10 and 20 tablets. 


Quantities of 100 tablets are 
available for Professional use. 


WILLIAM R, WARNER & CO. PTY. LTD., 
508-528 RILEY STREET, SYDNEY: N. 
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BRISTOL- MYERS introduces a 


Whilst Bristol-Myers do not believe that anti-gum disease and 
anti-caries claims should be made for chlorophyll, they recog- 
nise the popular appeal which mouth deodorants have for 
the average user of dentifrice. 
Accordingly, chlorophyll has been added to Ingram 
Ammonium Ion Tooth Powder which will now be known as 

Ipana Tooth Powder. This powder will therefore combine 

the University of Illinois’ formula with chlorophyll. 

‘In offering this product, Bristol-Myers believe that it 
combines the best-known anti-caries agent so far incor- 
porated in a dentifrice, with a satisfactory mouth 
deodorant of considerable vogue. 


BRISTOL-MYERS CO. PTY. LTD. _ 
ITPI-53 
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& GLOVER & GOODE PTY. LTD. 
S 


©) 
Ss Dental Manufacturers and Metallurgists 


have much pleasure in announcing that they are now sole Australian distributors 
of the well-known Dental Products manufactured by Baker & Co. Inc., Newark, and 
Baker Platinum Ltd., London. 


Enquire from your Dental Depot, which will be pleased to supply you with:— 
BAKER’S ARISTALOY—for Amalgam fillings. 

BAKER’S STERLING SCIENTIFIC INVESTMENT. 

BAKER’S BLUE INLAY WAX. 

BAKER’S COMBINATION DISPENSERS. 

AND OTHER SUNDRY PRODUCTS. 


A range of these products were displayed on Exhibit No. 8 at the 13th Australian 
Dental Congress, Brisbane. 


GLOVER & GOODE PTY. LTD. 


188-192 Little Collins Street, MELBOURNE, C.1. 
(ENGELHARD) 


NOW 
AVAILABLE 
IN 


NATURAL 
BRISTLES 


NADA 


THE DENTISTS'-DESIGN TOOTHBRUSH 
AT CHEMISTS EVERYWHERE 
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For 
The Relief of Pain 


ANGESIL TABLETS 


(D.H.A.) 


ANGESIL TABLETS 
are particularly effective in controlling post-operative pain following 
dental extraction or surgical procedures, and for the relief of pain 
prior to the commencement of dental treatment. 


READY DISINTEGRATION 
insures quick response, while the synergistic action of the aspirin, 
phenacetin and codeine prolongs the effect, thus reducing otherwise 
heavy dosage. 


Each tablet contains aspirin gr. 5, phenacetin gr. 4, codeine 


phosphate gr. 1/8. 


AVAILABLE IN: 


Original tubes of 10 and 20 
or bottles of 100 tablets. 


Distributed by the companies comprising 


Drug Houses of Australia Ltd. 


which include: 


Elliotts & Australian Drug Pty. Ltd... .. .. .. .. Sydney, Newcastle & Wollongong 


L. Fairthorne & Son Pty. Ltd... .. .. .. .. .. .. .. .. .. .. Launceston & Hobart 
Felton, Grimwade & Bickford Pty. Ltd... .. .. .. .. .. .. .. .. Perth & Kalgoorlie 
Felton, Grimwade & Duerdins Pty. Ltd. .. . were ere . .. Melbourne 
Taylors Elliotts Pty. Lid... .. ...... .. .. .. Brisbane, Townsville & Rockhampton 
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Human Teeth of Unusual Form 
A. C. Gabriel, D.D.Se. (Syd.)+ 


A large upper left first premolar, with two 
well-developed lingual cusps, and a deep fur- 
row running from between these cusps down 
the full length of the lingual surface of the 
root of the tooth, was encountered in an ex- 
amination of a collection of human skulls at 
the Australian Museum. The corresponding 
tooth on the right side was of a usual bicuspi- 
date form with a single root. As may be seen 
in figures 1-5, the lingual part of both the 
crown and the root of the tooth is much larger 


1-5. 
Mesial side faces left. 


Figs. 


Fig. 1.—Buceal surface. 
Fig. 2.—Lingual surface. Mesial side faces right. 
Fig. 3.—Occlusal surface. Lingual surface faces down 
and mesial side to the left. 

Fig. 4.—Mesial surface. Buccal side faces right. 
Fig. 5.—Distal surface. Buccal side faces left. 


than the buccal part and a transverse section 
of the tooth would be triangular with lingual, 
mesio-buccal (antero-buccal) and disto-buccal 
(postero-buccal) sides. Deep furrows extend 


+Department of Anatomy, University of Sydney. 


down on the mesio-buccal and disto-buccal 
surfaces of the root as well as on the lingual 
surface. From X-rays taken, there appears to 
be one pulp canal, expanding tranversely in 
triradiate form, towards the angles of the 
triangular root. 

A comparison with the corresponding right 
tooth shows that the buccal, mesial and distal 
surfaces of their crowns are very similar but 
the furrows on the mesial and distal surfaces 
of the roots are deeper on the left tooth. The 
lingual and occlusal surfaces are of course very 
different. The enamel of each tooth has a 
marked crack which passes up the distal half 
of the buccal surface and on to the occlusal 
surface, but whereas on the right tooth the 
crack passes bucco-lingually straight across 
the occlusal surface, bisects the lingual cusp 
and then extends down the lingual surface; 
the crack on the left tooth ends in the central 
part of the occlusal surface and another 
crack starts and passes in a mesio-lingual 
direction over the mesial one of the two lingual 
cusps and then down on its lingual surface. 
There is, however, in addition, a much less 
marked and unstained crack running in a 
disto-lingual direction on the occlusal surface 
of the disto-lingual cusp of this left tooth. 
Some measurements of these teeth are shown 
in Table I. See also illustration of the teeth 
in situ (Fig. 6). 

TABLE: 1. 
TABLE OF MEASUREMENTS OF TEETH. 
Specimen Corresponding 


Left Tooth. Right Tooth. 
Maximum mesio-distal diameter 


Mesio-distal diameter across the 

middle of the buccal cusp 7.3 mm. 7.2 mm. 
Maximum  bucco-lingual diam- 

OF CYOWR «s ae 160 am 10.2 mm 
Enamel margin to root apex, 

Enamel margin to root apex, 


The skull is the property of the Australian 
Museum, is numbered A. 1357, and is recorded 
in the Museum catalogue as collected by a 
Captain Pennyfether at Mabiak Island in 
Torres Strait, and presented to the Museum 
in 1878. Because it was found at Mabiak 
Island (Mabiae Island, or Jervis Island) 
which is situated west of the Murray Group 
and half way between Cape York and New 
Guinea, it is likely that the skull belonged to 
a native of Melaneso-Papuan mixed with 
Australoid traits!. Dr. N. W. G. Macintosh 
of the Department of Anatomy, University of 
Sydney, has reported? that its morphological 
character is consistent with such a presump- 
tion. 

It is noteworthy that in addition to posses- 
sing this unusual premolar, the roots of all 
the upper molar teeth in this skull are com- 
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pletely fused. In the case of missing upper 
molar teeth examination of the sockets of 
these teeth established this fact. 

No report of a similar tooth has been found 
in available literature. It is not suggested that 
this specimen is unique, but rather that it is 
one of a rare type that may exist among 
Mabiak Islanders, or other populations. In 
the interim, nine other skulls from Mabiak 
Island, six in the Australian Museum and 
three in the Macleay Museum of the Sydney 
University, have been examined with nega- 
tive results; but should the observation recur 
in a larger series, such dentitions would pro- 
vide an interesting field for enquiry. 


Fig. 6.—Palate and teeth of Skull A 1357. The skull has 
been tilted slightly to show the contour of the socket 
margin of the specimen tooth, the left first premolar. 


The unilateral appearance of the feature, 
and the fact that only the lingual half of the 
tooth is unusually formed, may suggest that 
the specimen is a result of some accidental 
biochemical change in the internal environ- 
ment which has modified the expression of the 
genes. Some support for such an idea might 
be derived from a consideration of the experi- 
ments of Stockard*® and of Glasstone.t One 
cannot deny such possibilities, but on the other 
hand, as common gene behaviour embraces 
comparable variations to that observed, we 
have no reason to look elsewhere unless some 
mechanism such as, for example, that found 
by Gregg® should be established. 

Figure 7 shows two upper central incisors 
of unusual form. One of these .was found in 
a collection of teeth at Adelaide and the other 
at Sydney. It is to be noted that though of 
such unusual form they are very similar. The 
root of each bends sharply in a labial direc- 
tion at the neck and in addition there is in 
each root a secondary bend near the apex. 
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Further specimens have been reported.*’ The 
descriptions and illustrations of those re- 
ported specimens are inadequate for accurate 
comparison but it is sufficiently clear that 
their primary root bend is similar in degree, 
position and direction. It has been con- 
sidered’, * that this distorted form was due to 
external trauma such as a fall, or a blow from 


Fig. 7.—Upper central incisors. 


a swing, suffered during development. How- 
ever, apart from this one rare form of gross 
malformation, the roots of central incisors 
are remarkably straight, more so than the 
roots of any other teeth. On the other hand, 
such trauma to the anterior part of the 
mouth in young children is of frequent occur- 
rence. It would appear that these incisors are 
of a distinct genetic type. 
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Children’s Dentistry 
Bruce Lindsay, M.D.S. (Adel.) 


Children’s dentistry is probably the Cin- 
derella of our profession, but also the one with 
the most potentialities. There are two main 
difficulties which have contributed to this 
position. 


*Part II of lecture delivered at a general meeting of 
the Australian Dental Association (N.S.W. Branch) on 
26th August, 1952. 
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1. Child control. 
2. Restoration of carious deciduous molars. 


Many dentists regard these two factors as 
very real problems, which, if solved, would 
encourage them to enter upon dental service 
for young children, with more enthusiasm. 


Wuy IS CHILDREN’S DENTISTRY UNPOPULAR? 


Firstly it must be agreed that it is unpopu- 
lar, and the evidence is overwhelming. 


(1) It is a branch of conservative dentistry, 
and, as such, is unpopular among the profes- 
sion at large. 


(2) Opinion generally seems to be that 
children’s dentistry does not produce adequate 
financial rewards. 

Of course this idea of the poor rewards is 
largely bound up with the unpopularity of 
conservative dentistry. However, the ma'n 
reason seems to be the idea that less work can 
be accomplished in a given time for young 
children, with a diminished hourly financial 
return. This is the result of a confused picture 
of screaming children, zinc-oxide and eugenol 
dressings and lowered fees. 


(3) Most dentists, including the author, find 
a continually crying child a decided strain on 
the nervous system. 


(4) The strongest evidence of the unpopu- 
larity of children’s dentistry is the large 
number of mothers who are advised by their 
dentists that there is no need to fill deciduous 
teeth. In a pedodontic practice this is met 
with regularly, usually when the teeth are 
beyond saving. What motive lies behind this 
advice? Is it the dentist’s sincere professional 
vpinion? If so, no criticism can be offered. Or 
is it that the dentist does not wish to under- 
take conservative dentistry for young children? 
If so, the advice given is indefensible. No one 
should criticise the dentist who does not wish 
to treat children, as free choice of one’s 
patients is a very necessary privilege. How- 
ever, the dentist who feels this way should say 
so, and refer the patient to a dentist who 
would do the work, particularly when it is a 
parent who is anxious to obtain the best care 
for the child. 

Having listed the debit side, is there any- 
thing on the credit side? 

Firstly, I would like to emphasize that all 
I intend to say here presupposes two factors: 


(i) That the large majority of children 
treated will behave. 


(ii) An adequate financial reward for ser- 
vices rendered. 


The biggest advantage in treating children 
is a psychological one, as your attitude with 
the patient can be made to fit in with your 
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mood. If you wish to be chatty you can be 
chatty. If you wish to be gloomy you can be 
gloomy. If you wish to spend the appointment 
time in contemplation it is possible without 
offending the patient. However, with adults 
you have to be so careful about impressing 
them that it becomes a positive strain. 


This is such a strain that one author of a 
text book on practice management has even 
suggested that the dentist should pick an in- 
teresting item from the front page of the 
morning paper and say the same thing about 
it all day to each patient. How any dentist 
could do this and retain his sanity I fail to see. 
And what of his nurse? If he kept her a month 
he would be very fortunate. A large propor- 
tion of adults will talk too much and waste 
time. But with a young child it is generally 
only necessary to say, “Now come on, stop 
talking, we have plenty of work to do.” 

This means that with children there is no 
need to pose; in fact, one should never try it 
as a child will detect it more quickly than an 
adult. 

Children are so natural, and every day one 
meets situations that produce a laugh and keep 
the going pleasant. 

Difficulties of diagnosis are practically non- 
existent in children; the vague ache that takes 
locating is very uncommon. Large complex 
restorations are unnecessary in children one 
is seeing regularly: Difficult extractions are 
rare. 

Fees are more easily met by parents as the 
large account is relatively uncommon. Children 
do present in the teenage groups who need a 
large number of restorations, and in these 
cases the account can be heavy, but generally 
it is one that the average person can meet. It 
is much better to send out a hundred accounts 
of five pounds each than twenty-five accounts 
of twenty-five pounds each. In a children’s 
practice, the accounts are relatively small, and 
yet the hourly fee is as great or greater than 
in a general practice. 

Parents will spend money on their children, 
even in difficult times, when they will not spend 
it on themselves. Pedodontists in America 
claim that the last depression had little effect 
on their practices. 

Expenses in a children’s practice are con- 
siderably less than in a general practice. 
Most dentists today claim that their 
expenses are more than fifty per cent of 
their gross earnings. With children the figure 
does not reach this. The reason for this is 
the absence of laboratory expenses in the nedo- 
dontic practice. Of course there are minor 
expenses such as the casting of orthodontic 
models, making of retention plates and -re- 
=" orthodontic appliances; but these are 
small. 


\ 
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CHILD CONTROL. 


There are probably as many methods of con- 
trolling children as there are authors on the 
subject. Each person has his, or her, own 
methods, and because they work, feel it is the 
only way. This should make the matter much 
less terrifying, because if there are many ways 
of getting co-operation from a child, it should 
not be so very difficult to find a method to suit 
one’s own practice and personality. 

Some people claim the term “child control” 
is bad, but I feel that it is apt because that is 
just what should be done in a dental surgery. 
The children must be controlled, and made to 
realise that co-operation and good behaviour 
are expected and demanded. This must be 
combined with painless dentistry, which in 
turn means an adequate local anaesthetic 
technique. 

The most important factor in controlling 
young children is one’s own mental attitude. 
The dentist raust be completely certain that 
he can control any child whe presents, and 
never feel the slihtest misgiving about the 
matter. Any doubts will convey themselves 
to the child, by posture, manner of speech or 
perhaps even by mental telepathy. The con- 
verse is also true. If the dentist is confident 
and unafraid the child will know this. The 
whole business is the same as animal training; 
the horse knows the timid rider and I feel that 
any lion tamer who had any doubts about his 
ability to control his pets would not last long. 

I am unable to give much advice on how to 
acquire this mental attitude, as it grows in one 
with experience and success. The old saying 
holds true here “Nothing succeeds like suc- 
cess,” and to the young dentist I would sug- 
gest that he resolves to treat every child who 
presents, no matter how difficult their be- 
haviour or how long it may take. If the child- 
ren behave badly at initial appointments make 
the subsequent one an hour. There will be 
ample time then to make them behave and 
enable you to complete some dentistry. 

Once more I would like to stress that I am 
only describing my methods and that they are 
neither the only methods nor those best suited 
to any particular person. The proper thing 
to do is to read all one can on child control 
in the dental surgery, select and use the ideas 
one likes, combine these with some common 
sense and a determination to treat every child 
that presents, and all will be well. 


PARENTS. 


The great majority of parents are co-opera- 
tive and sensible about the visit of their child 
to the dentist, and any derogatory remarks 
that may follow should not be considered as 
my views of parents as a whole. After all I 
am a parent myself. However there is a de- 
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finite minority of parents who are a decided 
hindrance. Some of the better known types 
are: 


(1) The highly strung parent. 


This mother always tells you that “Mary is 
very highly strung’. Strangely they seem to 
get satisfaction out of this misconception. 
Probably they consider this an explanation for 
what they find a trying and unchangeable 
burden. 


(2) The “dental nurse” parent. 


This mother grabs the child every time it 
has to use the spittoon, wipes its mouth with 
the napkin and hovers round the chair like a 
well trained dental nurse. Usually they have 
to be told to move when the nurse requires 
that area. 


(3) The repeating parent. 


This parent repeats everything you tell the 
child and adds quite a bit of her own as well. 
If the child happens to be naughty you can 
easily find yourself singing a duet with her. 
When this happens she has to be finally told 
to allow the dentist to speak to the child. 

At the initial examination have the mother 
present, so that she can be shown cavities or 
any feature of the mouth that should be ex- 
plained to her. It is also very necessary in 
many mouths to discuss diet and oral hygiene 
methods. At the same appointment the ques- 
tion of fees may be raised if desired. However, 
after this make it a firm rule that every child 
must enter the surgery alone. Carry this to 
the extent of refusing to treat the child if the 
mother will not co-operate. If it helps have a 
notice in the waiting room which reads, 
“Parents, do not accompany your child into 
the surgery unless requested to do so”. 

The child that insists on the mother entering 
the surgery is almost certain to give trouble 
at some stage during the operative proceed- 
ings. It is better to get the trouble over with 
at the beginning and then proceed calmly, 
rather than have the mother present and then 
have the trouble of getting rid of her later. 
If the latter position should arise, tell the child 
the if he doesn’t stop crying you will send the 
mother out of the room. Of course they never 
stop as they do not have the faintest belief 
that you mean it. Give the child half a minute, 
and then ask the mother to go out into the 
waiting room. This will do much towards 
helping to control the child, because a person 
who can get apparent obedience from the 
child’s parent naturally receives much respect 
from the child. With experience, and when 
certain of the child and the situation it is 
possible to have the parent present. This is 
worthwhile because mothers tend to minimise 
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one’s efforts if they sit in the waiting room 
wondering what the child is doing, while one 
attends to the little patient. Usually when 
the child goes back to the waiting room, the 
mother gushes something like this, “What a 
good little girl you were, aren’t you brave?” 
One feels like retorting, “I don’t know, but I 
think I had something to do with it’. How- 
ever, there is a rule worth remembering which 
I have said here before, “Remember, when in 
doubt, keep mother out”. There is sound com- 
mon sense in this rule for I have yet to meet 
the child who behaves better if the parents are 
present. Any child who is likely to become 
troublesome is almost certain to if the mother 
is present. This is because the average child 
feels it can get the parent to intercede if some 
situation occurs which threatens its security. 

They believe that by displaying a tantrum 
they can compel the parent and hence the 
dentist into submission. 

There are other reasons for keeping the 
parents in the waiting room. 


(i) One can work more quickly when alone 
as the old bogey of convérsation comes to the 
fore if the mother is present. Few parents 
can sit out the whole appointment time with- 
out speaking, and the conversation interferes 
with the normal flow of the work. 

(ii) I personally dislike to have a person 
watching me at work. There is not the same 
feeling of freedom that is present when alone, 
as a greater strain is placed on the operator 
when he has to cope with two people. 

(iii) The methods used with difficult children 
would not be possible if the parent were 
present. 

(iv) Children get more confidence if they 
successfully overcome a fear on their own. It 
is a great satisfaction to see children who were 
very timid about their first appointment enter 
the surgery for their second and subsequent 
appointments with confidence and without fear. 


DIFFICULT CHILDREN. 


The great majority of children are sensible, 
co-operative, and give little trouble, particu- 
larly if under six or over ten years. However 
one should always be on the lookout for diffi- 
cult children and always have them alone. 
Some of these are: 


(1) The highly strung child. 

This type has been discussed already. All it 
means is that the parents cannot control the 
child. Any adult who can, will soon win re- 
spect and affection. 


(2) The too well dressed child. 


The mother is usually trying to raise the 
perfect specimen, and the mental turmoil in- 
volved produces antagonisms. 
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The child who claims she is going to be 


(3) 
sick. 

This, of course, can be genuine and have a 
real physiological basis but a true vaso-vagal 
attack is a rarity in the child under twelve 
years. Usually it has a mental basis and the 
operator must not show any concern or 
anxiety. Usually it is enough to say, “Alright, 
but make sure it goes in the basin”. 

McBride! gives a delightfully humorous ac- 
count of a boy of this type which is worth 
repeating: 


A very gentlemanly, scholarly young boy of nine came 
for an appointment with the advance notice that he 
was addicted to vomiting in dental offices. Said the 
parent in making the appointment, ‘“‘He always throws 
up when he goes to the dentist, but if you will take 
him I will be there and clean up after him.” Said I, 
sensing there was more wrong in this case than vomitus, 
“No, if he throws up I will clean it up myself for I 
want the boy alone.” 

When he was seated he deliberately stated, with no 
affectation or arrogance or threat, just as a matter of 
information I should have, “You know, Doctor, I 
always throw uo when I go to the dentist.” I refilied, 
“That’s all rignt with me but if you do so, be sure 
to shoot it in the cuspidor and not on the floor.” 
Obviously, fom my lack of inerest in his physical 
infirmitivs, he was keenly disappointed. Assuredly he 
thought I should have more concern for his short- 
comings. 

If a child has a ‘weak stomach” he will gag and 
feign “throwing up” when the cotton rolls are placed, 
but the young man didn’t as much as arch a tonsil 
when his mouth was packed with rolls while two fillings 
were placed. A _ better patient one could not find. 
Courteously he thanked me as the work was completed 
and we started for the reception room. 

The mother, anxiously sitting on the edge of her 
chair while apparently tearing out her nails, incoher- 
ently enquired, ‘‘How’d he do? How'd he do?” “Splen- 
did,”” I remarked. ‘We filled two teeth and he was a 
fine patient.’’” Immediately she turned to the patient 
and asked, “How do you feel, Fred, all right?’, to 
which he responded Indian fashion, ‘“‘Ugh.’”’ Then came 
the sixty-four dollar question, ‘“‘Do you feel like throw- 
ing up, Fred?” she asked, and obligingly Fred turned 
and deposited his lunch on the reception room floor. 

After the mopping-up operations were over, I re- 
flected on the pleasant communion these two had had 
through the years. He had early learnt that vomiting 
was a good weapon and then had extended its use to 
accommodate a solicitous doting parent as much as to 
convenience himself. When parting comes these two will 
surely miss one another, for the mother will find her 
cleaning demands greatly reduced and the young man 
won’t find a very patient and solicitous wife when he 
endeavours to gain his point by volubly expurgating on 
the living-room rug. 


TOWEL TECHNIQUE. 


There have been attempts to classify child- 
ren in the dental surgery, but I feel there are 
only two types of children and do my work 
according to this rule. 

I. Those children who will co-operate. 
II. Those children who will not co-operate. 

Those in Class I are given a local anaesthe- 
tic and work is carried out. 

Those in Class II are those who are supposed 
to make Children’s Dentistry so impossible. 

These children can vary tremendously in 
their behaviour and reactions, and throughout, 
the operator must attempt to show by his man+ 
ner, that the child is causing him no worry. 
Once they realise that the operator is unper- 
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turbed and intends to do what is necessary, the 
majority of them will co-operate. A mixture 
of firmness and kindness is required, and oc- 
casionally the firmness without the kindness. 

It is not uncommon to have a child who will 
not leave the waiting room when called by 
the nurse. When this happens it is a mistake 
to enter the waiting room too soon to get the 
child. If ,you do this, the mother is likely to 
take the point of view that she would have 
managed and that you upset the child by going 
in too soon. Therefore let the mother try the 
whole of her tricks before entering the arena 
yourself. 

The dentist must keep quite calm, grip the 
child and, if necessary, tear her away from the 
mother. A very useful trick at this stage is to 
hold the child over one hip with one arm and 
talk to the mother about anything but the 
child and dentistry. Of course one has to talk 
rather loudly, as the child is yelling all the 
time. However it does make her understand 
that her conduct is not worrying the dentist, 
and when she is placed in the chair there is 
seldom much fight left. 

For the child who despite everything still 
yells, there is only one thing left, the so called 
“Towel Technique”. I do not wish to describe 
it here as any textbook on Pedodontia refers 
to it, but it is usually effective in one or two 
minutes. However the more one deals with 
children and becomes fully confident, the less 
it is necessary to use it. Also the open hand 
over the mouth is just as effective, closing the 
nostrils with the thumb and forefinger if 
necessary. One advantage of this is that the 
dentist can tell the mother, after the visit, “I 
just held my hand over her mouth’. This 
seems quite mild and can counterbalance any 
thing the child might tell the mother. However 
I have never known a child to make a fuss of 
it to the parent. Certainly no parent has ever 
complained to me as a result of anything the 
child may have said. 

At this stage I would like to quote from 
the Reader’s Digest. In an article in the June 
1952 issue, entitled “What the Sioux taught 
me”, we find the following: 

In the dusty interior of a smoky old canvas tipi, an 
Indian woman bent over the new baby on her lap. At 
the noise of our excited entry, the tiny red-brown face 
puckered up. The mother caught the little nose gently 
between her thumb and forefinger, and with her palm 
over the mouth, shut off the cry soundlessly. When the 
baby began to twist for breath she let go a little, but only 
a little, and at the first sign of another cry she shut 
off the air again, crooning softly a Cheyenne growing 


song to make the son straight-limbed and strong of body 
and heart. 


I already knew why none of my small Indian friends 
made no more than a whimper at the greatest hurt. 
An old grandmother had told me that Indian mothers 
always shut off the first cry of the new born and as 
often after that as necessary. This is to teach the most 
important lesson of old Indian life: no one can be per- 
mitted to endanger the people: no cry must guide a 
skulking enemy to the village or spoil a hunt that might 
mean a winter’s meat for a tribe. 
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This would suggest that our towel technique 
is used in normal primitive life and certainly 
obtains the same results. It is very interesting 
that this method achieves the same results 
with the youngest infants. It must be remem- 
bered that this towel technique is merely a 
method of getting co-operation from the highly 
unco-operative child. It should not be used 
indiscriminately on every child that cries. 
There is one type of behaviour it will not stop. 
This is the child, who, while opening his mouth 
and allowing work to proceed, keeps up a 
continual whimper, interspersed about every 
ten seconds by a violent inspiration, rather 
like a supercharged hiccough. The only method 
I have found to stop this is to sing. This keeps 
ones nerves steady, and shows the child the 
old, old story: that his behaviour does not 
worry the dentist. 

With the child who cries and yet allows 
work to proceed one can take the attitude of 
admiration. Say, “You’re a good crier, but we 
had a boy here last week who could cry much 
louder than you. Now come on, give a real 
good loud yell so people can hear you out on the 
terrace”. Usually this will in time stop the 
crying, as they come to realise they are causing 
no worry. 


LocAL ANAESTHESIA. 


There is a deep cleft in the dental world 
regarding the use of local anaesthetic for cav- 
ity preparation. The majority of writers on 
Children’s Dentistry claim that there is little 
need for its use. So much so that one author 
has written a paper entitled “Local Anaes- 
thesia—the apparently undiscovered un- 
known and unused operative aid in Children’s 
Dentistry”.’ 

For my own part I am completely lost with- 
out it, and children who are well behaved start 
crying or else become very difficult at the next 
appointment. I find I cannot prepare the type 
of cavities I wish, and life becomes very diffi- 
cult. Of course the mental attitude of the 
operator comes into the story, as my mind is 
full of doubt and indecision when a tooth is 
not anaesthetised, and undoubtedly the child 
senses this and is more likely to misbehave. 
The reverse is also true. I have had dentists 
tell me they approach the giving of a local 
anaesthetic to a young child, with much diffi- 
dence. This sets up a vicious circle, because 
their doubts make the child cry or fight, and 
the child’s behaviour increases their doubts 
next time, and so on. 


Local Anaesthetic Technique. 


The most satisfactory technique for obtain- 
ing local anaesthesia for cavity preparation is 
the intra-osseous, and in a children’s prac- 
tice it can also be used quite extensively for 
extractions. 
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The main advantages of this technique are: 


1. The saving of time—anaesthesia is immedi- 
ate and there is no waiting period. 


2: If the injection is given properly, anaes- 
thesia is complete, even for pulp removals or 
pulpotomy. 


These two advantages make it supreme as 
the anaesthesia of choice for cavity prepara- 
tion. 

Another advantage is ease of administration. 

It can be given to the youngest children, 
even two year olds, with little reaction. In the 
past I have used all sorts of patter to counter- 
act the prick of the needle, but now I just say 
to the child, “You’ll just feel a little touch on 
the gum”, and in it goes. Some children cry, 
others start to think about crying, but before 
it actually happens the anaesthesia has taken 
effect, removed what little pain there was, and 
no tears appear. Some children, usually over 
six years, grab the operator’s hands and gener- 
ally try to get obstreperous, and firm discip- 
lining means are then required. When trouble 
arises it is usually with older children. The 
three and four year olds accept what you do 
for what it is, namely, a momentary minor 
discomfort, whereas older children let their 
imagination get to work, and this is what 
frightens them. In fact it is not uncommon to 
find a child one treated at four or five years 
without any difficulty or bad behaviour be- 
come extremely difficult to manage when next 
requiring treatment at seven or eight years. 


While not actually flourishing the syringe 
under the patient’s nose, I do not follow the 
hiding it from them technique, because if they 
suspect what you are doing, they do get alarm- 
ed. The odd child will ask rather timidly, “Is 
that a needle?” They have probably had some 
immunising or penicillin from our medical 
colleagues and are rather timid about needles. 
Here a white lie is quite in order and I answer, 
“No, it’s a hypodermic”. This satisfies them 
and they give little trouble. 

For giving the injection, a Raison syringe 
with a long adaptor is ideal. The leather 
washer must be removed and the plunger pack- 
ed with asbestos rope: also the outer cover 
must be screwed on very tightly and we use an 
old pair of forceps for this. All this is to make 
the syringe completely leakproof, as at the 
moment of initial injection the child is likely 
to cry if the syringe leaks and no solution goes 
into the gum. The technique used for the in- 
jection has been described previously.” 


Is it necessary to play with our child patients? 


The following are the main ways suggested 
in dental literature as methods of controlling 
children. 
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The playful approach is advocated by Evan- 
geline Jordan.‘ This method consists of telling 
the children stories, explaining in detail what 
every instrument is, talking about busy-bees, 
Mike and Ike, having bunnies on the engine 
belt, and so on. Macgregor’ criticises this 
method by saying, 

We are told to get down to the child’s level, take him 
by the hand, show him the laboratory, show him the 


lathe, show him the sterilizer, and in fact, everything 
about the office but the bookkeeping system. 


This only frightens the average dentist away 
from children, for he feels he has not the in- 
clination and certainly not the time for this. 
And of course he is right. As much time should 
be devoted to dentistry for any child patient 
during the appointment time, as for any adult. 
In fact, more time, as any unnecessary chatter 
can be eliminated. Remember parents will pay 
for dentistry, but they are not too anxious to 
pay for fairy stories. 

The firm and friendly approach is the 
method outlined by McBride.’ 

The super firm approach of Macgregor of 
Toronto’ could be called the lion tamer tech- 
nique. No local anaesthesia, no towel tech- 
nique, which Macgregor calls an “admission of 
defeat”, just through control by staring them 
in the eye. 

The firm but painless method is however in 
the author’s opinion the most satisfactory 
method. The knowledge that one can proceed 
painlessly when the bad behaviour is over 
produces that air of authority and confidence 
that is essential in handling children. 


SUMMARY. 


To improve one’s method of handling 
children: 


1. Treat every child that presents. With 
very difficult children make one hour appoint- 
ments for the initial visit. 


2. Read all textbooks on pedodontia in re- 
lation to child control, (McBride’s is particu- 
larly recommended). 


3. Develop a local anaesthetic technique, 
that can be used on any child. 
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An Investigation of the Caries 

Experience and Diet of Groups 

of School and Pre-school Children 
in Sydney (1946-1947) 


D. A. Cameron, M.D.S. (Syd.)+ 


INTRODUCTION. 


Investigation of the prevalence of dental 
caries among different populations suggests 
that there is a correlation between this preval- 
ence and the diet, considered either as a whole 
or in relation to some one particular con- 
stituent.1,2 In Australia it has been observed 
that the aborigines in their native state and 
living on a diet not supplemented by food of 
the white population have very little dental 
earies.* On the other hand, although the wide 
prevalence of the disease among white children 
is all too obvious, no attempt has been made 
to determine whether or not this is related to 
the diet of the children. The survey reported 
here was made in 1946 with a view to investi- 
gating the possibility of the existence of such 
a relationship among school and pre-school 
children in the metropolitan area of Sydney. 
Data are presented showing the extent to 
which their teeth were affected by dental caries 
and the nature of the diets of about half of 
the children examined. 


MATERIALS AND METHODS. 


Children aged from 2 to 12 years were 
examined—in all 1,635—1,035 from ten infant 
and primary schools (Department of Public 
Instruction), 383 from ten day-nurseries (Day 
Nurseries Association of N.S.W.) and 217 who 
were attending the Department of Pedodontia 
at the United Dental Hospital of Sydney. The 
primary schools were located in different dis- 
tricts and were selected so as to include, as 
far as possible, samples from all economic 
levels in the community. At each school the 
number of children examined was limited to 
approximately 100, whereas at the nurseries 
every available child was included in the sur- 
vey. Those at the Dental Hospital were seeking 
examination and treatment. 

Before the dental examination was made, 
each child was given a dietary record form 
with an introductory page of instruction and 
explanation as in figure 1. 

The form for recording the food eaten was 


set out in columns, one for each of the three ' 


+From the Institute of Dental Research, Chalmers 
Street, Sydney. 
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customary meals. In order to ensure that the 
instructions were clearly understood, the 
introduction was explained to the children and 
questions were invited and answered. It was 
emphasised that the sample diet was shown 
solely to indicate how the record was to be 
kept and not to suggest any change in the 
child’s normal food-habits. These explanations 
took some time with the young children, 
because the mere mention of the word “diet” 
seemed to convey to them the idea that their 
meals were to be made to conform to a new 
and rigid pattern. 

At the day-nurseries and the Dental Hos- 
pital the requirements of the survey had to 
be explained to the parents because most of 
the children were under the age of five years. 

Accommodation available for making the 
dental examination in the schools was not ideal 
but was the best which could be provided. As 
a rule the children were seated on an Office 
chair or table. The teeth were examined with 
a plane mirror and a sharp explorer. Catch- 
ing of the explorer, after firm pressure, in 
pits and fissures and roughness of the 
approximal or gingival enamel were accepted 
as indicative of caries. 


RESULTS AND DISCUSSION. 
(a) The teeth. 


The children seen at the Dental Hospital 
have not been included in the analysis of the 
results, because they were a too highly selected 
group; three schools, as well as those children 
under two years of age, were also omitted 
because the method of analysis of the results 
required that each sample should include 
some children in each age-group over the 
range to be analysed. The total number of 
children was therefore reduced to 1,044: 156 
were boys and 145 girls aged 2-4 years from 
the day-nurseries and 378 were boys and 365 
girls aged 5-12 years from the State schools. 

The caries-experience has been expressed. in 
three ways: firstly, as the number of children 
at each age with caries; secondly, as the mean 
number of carious teeth of each child and, 
thirdly, as the percentage of carious tooth- 
surfaces for each child. The last figures were 
obtained by a modification of Bodecker’s 
method of calculating a caries indext and have 
been subjected to statistical analysis. Bodecker, 
on the basis of gross anatomical features, 
considered each tooth to possess a number of 
separate surfaces that can be attacked by 
caries either initially or by extension and his 
caries index is the total number of carious 
surfaces in the mouth. In a survey such as 
this, covering the transitional period (5-12 
years of age), it was felt that Bodecker’s 
method of calculation was unsuitable. Con- 
sequently, the index has been expressed as a 
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INSTITUTE OF DENTAL RESEARCH 
DIET CHART 


Please keep a record of everything you eat during the next fortnight. Be as careful as you can when noting quantities. If 
you have cereal for breakfast, say how many cupfuls or tablespoonfuls and how much sugar and milk you have. Vegetables 
are usually served out with a spoon from the cooking saucepan, so that measurements will be simple. If you have sandwiches 
for lunch, state the number and their contents. Milk consumption should be stated in cupfuls or if you have a half-pint or pint 
bottle at school, say so. Indicate the size of pieces of fruit : small banana, large apple, etc. Don’t forget what you eat for play- 
lunch or when you go home from school in the afternoon. Write down all the sweets, cakes, milk shakes, ice blocks and ice cream, 
buns and anything else you eat between meals. 

Write down only what you actually eat. If you eat half your sandwiches for lunch, say so. 


Here is an example of how a day's record will look : 


Lunch and afternoon tea Dinner and supper 
Lunch (if at school) : 
1 sandwich, lettuce and cheese 
1 jam sandwich 

1 piece fruit cake 

1 medium orange 

Small bottle milk 


Lunch (if at home): 

1 slice cold meat 

2 lettuce leaves 

3 slices beetroot 

% tomato (small) 

1 glass (or cup) milk 

2 slices bread and butter with 
2 teasp. jam 


Date Breakfast and morning tea 


1 chop 
3 tablesp. mashed potato 
2 tablesp. cabbage 

1 small piece carrot 

1 large piece apple pie 

2 tablesp. custard 

1 cup milk 


14 cups porridge 

(or 2 wheat biscuits) with 3 
teasp. sugar and 4 cup milk 

1 slice toast (or bread) and butter 

1 scrambled egg 

1 slice bread, butter and 2 teasp. 


am 
1 cup (or glass) milk (or tea) 


Supper: 
2 small cakes 
3 pieces toffee 


Morning tea: 

1 sandwich with corned beef and 
tomato (or 1 piece cake) 

1 piece chocolate 


Afternoon tea: 
1 banana 
1 cup milk 


Please answer these questions : 


Do you eat your full ration of butter ?........................ 
Do you grow your own vegetables ?..............c.seeeeeee 


percentage determined by dividing the total 
number of carious surfaces by a figure ob- 
tained by adding together (i) the number of 
surfaces of erupted teeth and (ii) the num- 
ber of surfaces of those teeth considered to 
have been lost as a result of caries. The index 
thus determined represents the intensity or 
activity of the disease-process at each particu- 
lar age, ie, at the particular phase of the 
dentition existing at the time of examination. 

The results are shown in Table I. Only 117 
children were completely free from caries and 
all of these were under 8 years of age. The 
proportion of children affected rapidly in- 
creased with age. The boys had reached their 
maximum rate at the age of 8 years with an 
average of 12.6 D.M.F.* teeth and the girls 
had reached their maximum rate at the age of 
7 with an average of 13.6 D.M.F. teeth. The 
maximum average number of D.M.F. sur- 
faces for the boys, 19.1, was reached at the 
age of 6 years, that for the girls, 19.0, at the 


*Decayed, Missing and Filled. 


age of 7 years. With the eruption of the 
majority of the permanent teeth these values 
decreased by approximately 30% in the years 
following the maximum percentage. 


An analysis of variance of the percentages 
of D.M.F. tooth-surfaces found at each age in 
each of the nurseries and schools is shown in 
Table II. This shows that the only values for 
the variance ratio (F) which are significant 
at the 1% level are those for the differences in 
percentage at different ages (marked with an 
asterisk in the table). 


The only other figures available for a group 
of Australian children are those given by 
Kirkpatrick5 in the report of a survey con- 
ducted in western New South Wales. He 
found that 7% of 920 children up to 15 years 
of age were free from dental caries; and that 
97.5% of children over the age of 5 years had 
carious teeth. The average number of D.M.F. 
teeth in the mouth of each child was 7 and the 
average number of D.M.F. surfaces for each 
child was 138. 
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Do you get as much cake and pudding as you like ?........................ : 
How often do you buy your school lunch ?........................ ; 
Are your green vegetables cooked with or without soda ?...............0....0. 
At what times do you clean your teeth 

Fig. 1. 
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Number r of c hildre! n examine 


bovs | 
_Girls 


TABLE 
Aa E | Distr IBUTION AND CARIES EXPERIENCE OF THE CHILDREN EXAMINER 
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| Number of chile ire n without caries “Boys | 7 | 9 0 
| Girls 23 18 5 0 0 

| Mean number of D.M.F. teeth per | Boys | 1.1 | 3.1 6 7.9 |11.0 | 11.5 1126 | 8.1 | 73 8.1 9.2 
child | Girls | 2.0 | 3.7 | 7 | 8.2 | 10.9 | 13.6 | 12.0 7.2 | 82 | 10.0 | 107 
| Mes an percentage of DMLF.tooth- | Boys | 14 | 44 | 128 |427 | 19a | 108 | 137 | 114 | 108 | 108 
| surfaces per child Girls | 2.7 5.3 | 12.9 | 14.6 18.7 | 19.0 | 16.8 | 12.4 | 11.6 | 12.3 | 12.4 
| | | 


| 
| 


Ockerse®, in South Africa, found that 84% 
of a large group of children aged 6-14 years 
had carious teeth and Jensen’, in Copenhagen, 
found that the’ percentage of kindergarten 
children with carious teeth varied from 7-10% 
at 2 years to 80% at 6 years. 

Table III (Dean and others*) shows the 
number of D.M.F. teeth per child in a group. 
of Arnerican children. 


TABLE IL 


THE ANALYSIS OF VARIANCE OF THE PERCENTAGE OF D.M.F. 
TOOTH-SURFACES 


) 
| Degrees | Sums | Mean | Variance 
| of of | square } ratio 
| freedom | squares | | (F) 
Nurseries | 
Boys | 
Nurseries 7 174.97 | 24.99 1.34 
Ages | 2 351.625 | 190.81 10.23* 
Nurseries xX ages 14 210.90 15.06 0.81 
Within subgroups 18.648 
Girls | 
Nurseries 7 |248.52 | 35.50 2.89 
Ages 2 | 608.11 | 304.05 28.74% 
ages 14 268.83 | 19.20 1.56 
ithin subgroups 
Schools 
Boys 
Schools | 6 81.823 | 13.637 1.985 
Ages } 7 | 381.625 | 54.518 7.935* 
Schools x ages 42 1153.052 | 3.644 0.530 
Within subgroups | | 6.870 
Girls | 
Schools 6 | 70.608 | 11.768 1.849 
Ages 7 | 230.096 | 32.871 5.160* 
Schools x ages 42 | 349.386 | 8.319 1.307 
Within subgroups | | 6.363 
| | 


Despite the various methods of presentation 
of the data, it will be seen that the prevalence 
of dental caries in each instance is of the 
same order as that found in Sydney. How- 
ever, Dean’s figures lend support to the view, 
often expressed but unsubstantiated by factual 
evidence, that the teeth of Australians are 
more extensively affected by caries than are 
those of Americans. 


(b) The diet. 


Only 906 children returned satisfactory diet 
records. The two parts of the record are con- 
sidered separately. 


(1) The questionnaire. 


The nine questions shown in the Diet Chart 
did not elicit much information of value, for 
when the answers were examined it was obvi- 
ous that these questions had been posed in too 
general terms. In order to obtain satisfactory 
replies such questions should have been asked 
verbally and explained at length so that the 
child could understand clearly their full signi- 
ficance. The questions and the general nature 
of the answers are listed below: 


(i) Do you eat white bread, etce.? The 
great majority. ate white’ or brown (as 
distinct from wholemeal) bread, presum- 
ably because these are the most common 
varieties and are generally preferred to 
wholemeal. 


(ii) Do you get as much cake and pud- 
ding as yon like? The answer to this 
question depended upon who gave it. 
Parents usually claimed that their children 
did not have as much as they wanted 
(implying that they wanted more than 
was enough in the parents’ opinion) while 
the children often said the opposite. 


(iii) Do you eat much fruit? If so, 
why? All declared that they ate fruit, 
and that the reason was that they liked 
it and considered it did them good. 


(iv) How often do you buy your school 
lunch? More children in industrial sub- 
urbs than in residential areas appeared 
to buy their lunches. Some who claimed 
that they rarely bought their lunches 
recorded several times a week lunches 
that were obviously not home-prepared. 


(v) Do you eat your full ration of but- 
ter? All but a small percentage claimed 
to eat the full six ounces* of butter 
allowed each person per week. 


(vi) Do you grow your own vegetables? 
The proportion of children who came from 
homes where vegetables were grown was 
far greater in residential suburbs. 


*The consumption of butter was limited at the time 
to six ounces per person per week. (War-time rationing.) 
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(vii) Are your green vegetables cooked 
with or without soda? Little more than 
one-third admitted to the use of soda when 
cooking vegetables. 


(viii) Do you ever eat salads? Almost 
100% claimed to eat salads: a just claim, 
perhaps, but misleading insofar as in 
many cases the salads were eaten only 
once a fortnight. 


(ix) At what time do you clean your 
teeth? Most gave the vague and tradi- 
tional answer “morning and night’ but 
1% were more precise and claimed to 
clean their teeth after soaaeamnaeas and 
dinner at night. 


TABLE IIT 


DENTAL CARTES EXPERIENCE, EXPRESSED AS MEAN NUMBER OF D.M.F. TE ETH PER CHILD, OF CHILDREN AGED 4-12 AT GRAND 
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types and it was impossible to estimate the 
quantities used. All claimed that they ate 
fruit occasionally but those who ate a piece of 
fruit more than once in any one day were 
exceptional. Most children had some food 
after school, either an ice cream or cake on 
the way home or bread and jam, or biscuits 
and a glass of milk or cup of tea on arrival. 

For most of the children the main meal 
was at night; the few exceptions had a hot 
meal at mid-day. Dinner conformed to the 
generally accepted pattern of meat and vege- 
tables (sometimes as a cold salad) followed by 
a sweet. Potato was the principal vegetable 
and quite often the only one eaten. A sweet 
was not invariably eaten but there was usually 


RAPIDS, MICHIGAN, U.S.A 


| 
Age | 4 5 6 | o | 1 1 | 12 
Deciduous teeth 5A 64 | 6.3 |. 46 | 28 | 1s | 05 
Permanent teeth | 0 | 0.11 0.78 | 1.89 | 2.94 = 3.90 | 4,92 | 6.41 | 8.07 


(2) Record of food eaten. 


In reference to the individual meals, it ap- 
peared that breakfast usually deviated from 
the arbitrary ideal more than did the other 
two meals; the principal item, often consti- 
tuting the whole meal, was a prepared (ready- 
to-eat) breakfast food with milk and sugar. 
Supplementary foods were bread and jam and 
eggs or meat (increasing in amount with the 
age of the child). Many of the children had 
some milk to drink, but only rarely was fruit 
eaten at this meal. 

A mid-morning “snack” was the rule with 
the school-age children. This consisted usu- 
ally of one or more sandwiches, biscuits or 
pieces of cake and sometimes a piece of fruit. 
Some schools provided a half-pint of milk but 
children did not always avail themselves of 
this. 

Lunch was either carried from home or pur- 
chased. The most frequent choice for a bought 
lunch was a bread roli and a pie or some- 
times fish and potato chips, and some sort of 
cake and cordial. At one school the bought 
lunches were prepared and sold under the 
supervision of the teaching staff and, al- 
though alleged to be of the Oslo type, the 
sandwiches were made with white bread and 
the filling was unsatisfactory in both quantity 
and quality. Home-prepared lunches were 
generally of a better standard except for the 
inclusion of too many sweets and cakes. The 
use of white bread was perhaps due to the 
difficulty of obtaining wholemeal bread, though 


of course in many cases white was used in 
preference. The fillings were of numerous 
something (such as bread and jam, scones 
or cakes) to follow the meat course. 

Supper was usual for the older children and 
was similar to the afternoon “snack” with 
the addition of a cup of cocoa in many 
instances. 


(3) Menu of day-nurseries. 

The children at the day-nurseries were pro- 
vided with lunch and with a mid-morning and 
afternoon “snack.” At 10 a.m. each child was 
given a half-pint of milk, a rusk and a tea- 
spoonful of cod-liver oil emulsion; at lunch a 
serving of meat and vegetables, milk pudding 
or stewed fruit, a half-pint of milk and a 
piece of raw fruit; and in the afternoon a 
slice of wholemeal bread with honey, marmite 
or vegemite, a half-pint of milk and another 
piece of raw fruit. The other meals were 
eaten at home. 


(4) Discussion of diet. 

The “core” around which the most fre- 
quently observed dietary patterns was built 
is as follows :— 


Breakfast: 
Serving of cereal, most commonly in the 
form of “ready-to-eat” corn or wheat 


flakes and biscuits with milk and sugar. 
Bread or toast with butter and jam 
or honey. 
Milk to drink. 


ry 
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Morning tea: 


Milk on school days, biscuits or cake; 
less often a sandwich. 


Lunch: 


Sandwiches or bread roll—the fillings 
varied considerably but were chosen 
mainly from four items, namely: cold 
meat, salad vegetables, egg and jam. 

A piece of fruit. 

Biscuits and/or cakes. 


Afternoon tea: 

Foods from the following list: ice 
cream, cake, bread and jam, biscuits and 
milk or tea. 


Dinner: 

Hot meat and vegetables followed by a 
sweet. 
Supper: 


As for afternoon, tea, very often with 
a cup of cocoa. : 


This “core,” whilst not giving an accurate 
quantitative estimate of the food intake, shows 
quite well how far it departs from what is 
usually considered satisfactory. Though in- 
dividual needs vary, the following list will 
meet the requirements of the recommended 
daily dietary allowances?: 

Milk: 1% pints. 

Eggs: 1. 

Meat, fish or fowl: 1 or more servings. 

Vegetables: 2 or more servings, one green 
or yellow. 

Fruit: 2 or more pieces (one citrus). 

Cereals and bread: whole-grain or en- 
riched, as required. 


As far as it is possible to compare, in gen- 
eral terms, the “core” with this list, it seems 
that the requirements would be met in regard 
to meat and possibly vegetables. The milk 
available at school, if used, would assist in 
bringing the consumption of this food up to 
requirements but the amount of fruit and 
eggs eaten was insufficient. The main diver- 
gence from the ideal is in the high proportion 
of the calorific requirements supplied by re- 
fined carbohydrates, which apart from white 
bread almost always contain sugar. This is 
an indication of an inadequate diet because it 
has been found!® that the healthy child volun- 
tarily reduces his sugar consumption as his 
requirements are more perfectly met by a 
balanced diet. 

The lack of balance in food intake noted in 
this survey was also noted in the report of 
the 1944 Food Consumption Survey"! which 
gave an overall picture of the Australian diet 
as assessed from the amount of food taken 
into a number of households over a given 
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period. The average figures for the house- 
holds showed that, with the main exception of 
calcium, the amount of food obtained fulfilled 
the N.R.C. requirements. However, there was 
a marked inequality of distribution and in 
numerous groups and areas there was a need 
for considerable improvement in household 
diets, particularly with regard to those nutri- 
ents provided mainly by the protective foods 
such as fresh fruit and vegetables and milk. 
These inequalities were influenced by economic 
and social factors as well as lack of know- 
ledge. 


(c) The relationship between the diet and 
the condition of the teeth. 


It is apparent that both the status of the 
teeth and the diets of the children examined 
are very unsatisfactory but the extent of the 
survey and the results do not permit of proof 
of any association between the two. That 
there is such an association has been amply 
demonstrated by others although the exact 
part that the diet plays in the etiology of 
dental caries is still undecided. Some? believe 
that the teeth are isolated from the usual 
defensive mechanisms of the body and that 
dental caries is purely the result of diet as it 
affects the environment of the tooth. Others? 
consider that metabolic factors are more im- 
portant in the initiation of the disease. 

Because of the number and varied nature 
of items in any diet, it is not surprising that 
different workers on this aspect of the prob- 
lem have advanced different hypotheses. As 
the literature shows, the tendency has been to 
emphasise the overwhelming importance of 
one or other constituent of a diet rather than 
to assess that constituent in relation to the 
whole diet and to the general physiological 
status. This removal of one or more individual 
dietary items from their “context,” so to 
speak, has led to diametrically opposed con- 
clusions, as for example those of Bunting?, 
and of Boyd'!.!2 who studied the effects of 
white sugar upon the prevalence of caries. A 
few examples of the wide divergence between 
the views of different observers may be cited. 

Wallace!® believed that modern methods of 
food preparation destroy the detergent proper- 
ties so that food particles lodge about the teeth 
and undergo fermentation. Price!* has made 
field surveys of native races in Africa, Ameri- 
ca, the Pacific Islands and Australia and 
noted the striking difference between the 
prevalence of dental caries among these 
people and among people living in civilised 
communities. He observed that natives who 
had come in contact with civilisation were no 
longer as free from the disease as formerly 
and considered that the most likely cause of 
this was the refined state of the foods eaten 
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in civilised communities. Bunting? has studied 
the relation of the consumption of sugar to 
the prevalence of dental caries and the num- 
bers of Lactobacillus acidophilus in the mouth. 
He found that children on an inadequate diet 
which contained but little cane sugar showed 
only slight caries activity unless large quan- 
tities of candy were eaten. The lactobacillus 
count (number per ml. of activated saliva) 
also varied directly with the consumption of 
candy. Later studies have shown that high 
salivary lactobacillus counts in subjects with 
extensive caries may be lowered by periodic 
and drastic reduction of carbohydrate intake 
with a subsequent decrease in caries activity. 
Boyd!® reported the arrest of dental caries in 
diabetic children under strict dietary super- 
vision and attributed this to the completeness 
of the diet in the various essentials for normal 
tissue building and function and considered 
that the amount of sugar consumed was o? 
secondary importance. Mann and others'® ex- 
amined a group of people showing evidence of 
nutritional deficiency and the prevalence of 
dental caries among them was only 30% of 
that of a group free from these deficiencies. 
Mellanby!? believes that a sufficiency of cal- 
cium, phosphorous and vitamins A and D is 
essential and mainly responsible for the pro- 
per formation of the developing teeth; that 
when such fully formed teeth erupt they pos- 
sess a high degree of resistance to the disease; 
and that the correction of a deficiency of 
vitamin D in the posteruptive phase halts the 
progress of already established caries. Among 
subjects in Northern India, Day'® found that 
many children with rickets were free from 
dental caries and that pregnant women with 
osteomalacia were not affected by dental 
caries. Kirkpatrick® also found that there was 
no significant difference in the prevalence of 
caries among children with and without 
rickets. 


The prevalence of dental caries among 
peoples in occupied Europe during the war 
has been the subject of investigation and 
Sognnaes!® has shown that there was a lag- 
period between the reduction of sugar con- 
sumption and of the subsequent decrease in 
the prevalence of the disease. This decrease 
continued after the re-introduction of larger 
amounts of sugar and the greatest decrease 
occurred in those teeth which developed or 
matured in the period of sugar-rationing. 
Sognnaes considered that this could best be 
explained by a systemic effect of the diet. On 
the other hand, such a lag-period was not 
found by Bransby and Knowles?®° among 
children of the Channel Islands where there 
was an increase between and 1947 in 
the prevalence of dental caries among those 
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children whose teeth developed during the 
German occupation when sugar was rationed. 

If all these various views are taken into 
consideration it seems that dental caries may 
be prevented provided the individual has dur- 
ing his whole existence an adequate diet, low 
in refined carbohydrate. Despite these con- 
flicting views it can be argued that a diet with 
a low proportion of refined carbohydrate is 
most likely to be compatible with a low preva- 
lence of dental caries, particularly if it is 
consumed during the period of development 
and maturation of the teeth and continued 
during the post-eruptive stage. However, it 
appears that the environment of the teeth may 
be so controlled by restricting the intake of re- 
fined carbohydrate that dental caries will roi 
occur even if the diet is unsatisfactory during 
tooth development. There is, on the contrary. 
little evidence that teeth which have developed 
during a period of good nutrition will remain 
free from caries if their environment is not 
controlled after eruption. 


SUMMARY AND CONCLUSIONS. 


This paper reports the results of an ex- 
amination of the diets and teeth of groups of 
school and pre-school children in Sydney, 
N.S.W. 

In all 1,635 children were examined but of 
these only 1,044 were considered in assessing 
the incidence of dental caries. The discussion 
of the diets refers only to the 906 (of the 1,635 
examined) who returned diet charts. 

Of the 1,044 children, 117 (11%), all below 
the age of 8 years, were free from caries. 
The mean number of D.M.F. tooth surfaces 
per child increased from 1.4 for boys at the 
age of 2 years to 19.1 at 6 years and from 2.7 
for girls at 2 years to 19.0 at 7 years. The 
mean number of D.M.F. teeth per child 
increased in a similar way. 

An analysis of variance showed that there 
was no difference in the mean percentage of 
the D.M.F. tooth surfaces as between different 
schools but that there was a difference as 
between ages. These figures are similar to 
those reported in the U.S.A., South Africa and 
Denmark. 

The dietary examination showed that too 
high a proportion of the calorific requirements 
was supplied by refined carbohydrates at the 
expense of the protective foods. 

It is suggested that the wide prevalence of 
dental caries is related to the excessive intake 
of refined carbohydrates. 
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Unfortunately, the porcelain jacket crown is 
not universal in its application. It should be 
used only when the bite and occlusion are 
favourable, avoiding close bite cases and exces- 
sive or abnormal stresses. The primary con- 
sideration should be whether or not the re- 
storation is indicated. Will it withstand the 
strains or stresses that will be imposed upon 
it? Before a decision is reached the existing 
bite in centric and functional occlusion must 
be carefully checked, bearing in mind that 
porcelain, under certain conditions, is capable 
of withstanding considerable stress, but is 
friable especially in thin, unsupported areas. 


(c) 
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to ascertain the size of the pulp and the extent 
of the pulp horns, the relationship of fillings 
or caries to the pulp, the crest of the alveolar 
process, alveolar recession and gingival rela- 
tionship with adjacent teeth. 


Study casts. 


The hydrocolloid or alginate impression 
materials have made it possible to readily 
obtain accurate impressions of both arches. 
These impressions, when poured with a hydro- 
cal model material, produce artificial stone 
study casts which simulate in minute detail 
the tooth form, alignment, and surface mark- 


(d) 


Fig. 1.—Mottled and stained upper anterior teeth restored with porcelain jacket crowns. 


PRELIMINARY PROCEDURE. 


The success of any dental restoration de- 
pends upon a thorough and accurate diagnésis 
for correct treatment cannot be planned with- 
out a comprehensive knowledge of all of the 
contributory factors involved. 


Radiodontic examination. 

Both periapical and bitewing radiographs 
are essential for diagnostic purposes. The 
periapical reveal the apical and root condi- 
tions, pathology, alveolar process support, the 
extent of calcification, and so forth. In the 
interpretation of the bitewing it is essential 


ings of the natural teeth. Mounted on an ana- 
tomical articulator, these study casts provide 
means for checking on the occlusion, and a 
model from which the dental anatomy and 
characteristic surface markings may be copied 
and reproduced in the porcelain jacket crown 
restoration. 


Orthodontic treatment. 


For certain cases it is essential that ortho- 
dontic treatment precede the restorative pro- 
cedure. The correct positioning of the mal- 
positioned tooth to be restored, or the placing 
of the adjacent or opposing teeth in proper 
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Science, Art and Ceramic 

Fundamentals Involved in 

Porcelain Jacket Crown 
Prosthesis* 


Arthur O. Klaffenbach, D.D.S., F.A.C.D.+ 


Dental ceramics is one of the more recent 
achievements in dentistry, and has contributed, 
in the highest degree, to esthetic dental re- 
storations. The dental ceramist has created a 
functional art that combines the artistic, 
historic beauty of the old with the scientific 
skill of the new, thus bringing an advancement 
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in dentistry with a new standard of perfec- 

tion and greater opportunities for modern 

dental health service. 

The development of dental porcelains is a 
fascinating story of research, experimenting, 
laboratory and service testing, and untiring 
perseverance. To the French the honour is 
given for the first known efforts in dental 
ceramics, the initial accomplishment of Fau- 
chard occurring about 1728. Duchateau, Fou- 
cou and de Chemant in later years were 
antecedents to the development of porcelain 
teeth. In 1808 Fonzi, an Italian dentist, pro- 
duced the first individual porcelain teeth. 
Later the development was centred in England 
and then in America. 

The art of making porcelain dental restora- 
tions such: as inlays and porcelain jacket 
crowns dates back to 1887, when Land con- 
trived a method of burnishing platinum foil 
into a cavity. Prior to this time the use of 
porcelain was practically confined to the 
manufacture of porcelain rods (used for por- 
celain inlays), crowns and teeth, and the 
construction of continuous gum centures. 

Land constructed the first porcelain jacket 
crown. “The Land Jacket Crown” as it was 
known, was constructed over the shoulderless 
type of preparation. The platinum matrix 
was not removed. Spaulding apparently intro- 
duced the shoulder type of preparation for 
jacket crowns. He also constructed the crown 
over a platinum matrix and removed the 
platinum from the crown after it had been 
fused to a glaze, resulting in a porcelain jacket 
without a platinum lining, similar to the 
present day procedure. 

A modern porcelain jacket crown conforms 
to Nature’s demands by preserving the vitality 
and health of the tissues; due to its non- 
conductive qualities the vital pulp passes 
through the same physiologic metamorphosis 
as the adjacent natural teeth. Because of its 
glazed, impermeable surface, no other material 
or metal, when in contact with the soft tis- 
sues, has its equal in maintaining the health 
of the contacting tissues (Fig. 1). 

Practically every characteristic of the 
natural tooth may be reproduced in the crown 
restoration, such as individual tooth form, 
translucent areas, shade blending, staining, 
tooth irregularities and surface markings. 

Extensive, however, as are the advantages 
it provides in restorative dentistry, esthetic 
and functional as it may be, its success, to a 
great degree, depends upon a thorough diag- 
nosis, good judgment in the selection of cases 
for its application, the correct preparation of 
the tooth, an accurately adapted matrix, a 
good gingival fit, characteristic tooth form, 
functional occlusion, and the proper manipula- 
tion and fusing of the dental porcelain. 
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TOOTH PREPARATION. 


A porcelain jacket crown restoration must 
be capable of withstanding the stresses that 
will be imposed upon it. Due consideration 
must be given the stresses which will be 
delivered upon the restoration during mastica- 
tion; the extent and character of the effect 
which these stresses produce in the porcelain 
of which the crown is constructed; and the 
physica’ properties of the porcelain to with- 
stand these stresses adequately. 

Correct tooth preparation designed to meet 
these stresses will reduce the hazard of a 
broken or fractured jacket crown to a neg- 
ligible percentage. If a porcelain crown breaks, 
ascertain the cause of fracture. Invariably 
some minor fault in the preparation will be 
found that has caused a line of fracture or a 
weakened area. Frequently the difference be- 
tween a faulty preparation and a practically 
perfect one is but a minor, unobserved error 
which can be readily detected by careful 
inspection. 

When preparing a tooth for a porcelain 
jacket crown the health and vitality of the 
pulp must be adequately guarded by a careful 
operative procedure. Only a minimum, uni- 
form thickness of tovth structure, usually 
about one millimetre, should be removed from 
the axial surfaces and line angles to insure 
adequate pulp protection, the desired strength, 
and esthetic results. The preparation should 
have all bulges and undercuts removed, and 
the proximal surfaces parallel or slightly 
tapering to facilitate placement of the crown 
without resistance. The shoulder should be 
slightly beneath the free margin of the gum, 
and about one millimetre in width. It should 
also be at right angles to the lines of force 
applied to prevent fracture or dislodgement. 
All angles must be eliminated by rounding 
them to avoid the establishment of lines of 
fracture. The tooth must not be ground too 
short. A short preparation lacks resistance 
against lingual stresses and frequently is the 
cause of a semi-circular fracture in the labial 
area of the crown. The incisal surface must 
also be at right angles to the applied stresses. 
Thin, translucent areas, showing an off-colour 
area or line along or in the labio-incisal angle 
should be avoided by ample reduction of the 
tooth to provide sufficient thickness of porce- 
lain without protrusion of this surface. 


CoLouR SELECTION AND BLENDING. 


Colour matching is primarily a matter of 
colour identity; that is, the matching of one 
colour with another, which is the standard. 
Since the visual sense synthesises sensations 
or responses to radiant energy of different 
wave lengths, two colours differing in spectral 
character may match under a certain lighting 
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condition and not under another. In other 
words, materials differing in character and in 
basic pigments, though identical in shade to 
the human eyes in one light, may not be per- 
fectly matched in others. This fact makes 
impossible an exact matching under all light- 
ing conditions of any porcelain jacket crown 
restoration with its adjoining natural teeth. 
However, with due care, and an understanding 
technique very close approximation, difficult of 
detection, can be obtained. 

The shade is selected immediately after the 
preparation has been completed, providing the 
lighting conditions are at their best. The 
patient should be seated in an upright posi- 
tion so that the surfaces of the teeth will be 
at right angles to the operator. North light, 
slightly cloudly sky, during the midday hours 
are most satisfactory. Both the natural teeth 
and the shade guide teeth should be kept wet. 
View from different angles. Avoid dark days, 
or early or late hours of the day. Artificial 
light is generally not satisfactory; however, 
for some patients it is a factor, when they 
spend most of their time under artificial light, 
that must be given due consideration. One 
must remember that illumination, environment, 
retinal fatigue, angle of observation, tooth 
form, surface markings, simultaneous con- 
trast, and the cementing medium are influ- 
encing factors. 

To select the existing colour blending of the 
natural teeth with the aid of porcelain shade 
guide teeth, and determine the proportions of 
the various shades of porcelain powder needed 
to produce the correct shades, requires experi- 
ence and what may be termed “colour sense.” 
However, most operators are capable of match- 
ing the natural teeth with tooth shade guides 
that are supplied by tooth manufacturers. 
Selection of the shades may include the gingi- 
val of one and the incisal or enamel colour 
of another tooth shade guide tooth. Manu- 
facturers have made available charts with 
formulae designating the shade number of 
the porcelain powder of a certain porcelain 
and the amount of each shade to be used to 
match the gingival and the incisal shade of 
the artificial tooth shade guides. No chart, 
however, will produce the required shade 
blending without some judgment being used 
by the ceramist. 

Having determined by means of the shade 
guide tooth or teeth, the chart, and by subse- 
quent analysis, the shades and amounts of 
porcelain powders to be used in producing the 
body and incisal shades, the problem which 
then confronts us is the determination of the 
proportions of the two thicknesses, so that 
when the incisal shade is laid over the gingival 
or body shade, the desired blending will be 
obtained. From this it is evident that the 
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alignment or occlusion with the tooth to be 
restored is necessary if a satisfactory result is 
to be achieved. 

A few specific cases are cited as examples: 
When a space exists on the mesial between 
the central incisor teeth, and it is deemed 
advisable, from an esthetic viewpoint, to close 
the gap by placing porcelain jacket crowns 
slightly wider than the natural teeth, these 
teeth should be so positioned that spaces of 
equal width are obtained between the central 
and lateral teeth. This will provide for an 


(c) 


(d) 


Fig. 2.—(a) Patient with space between the central incisor teeth and “peg-shaped” lateral teeth; (b), (c), 
(d) Space closed by means of orthodontic treatment. The lateral incisor teeth restored with porcelain jacket 
crowns, 


equal thickness of porcelain on the mesial and 
distal areas of each crown (Fig. 2). 


When the so-called “peg-shaped” upper 
lateral tooth is not centred in the space be- 
tween the central and cuspid tooth, mesio- 
distally or labiolingually, it can generally be 
favourably positioned with orthodontic treat- 
ment. 

For certain closed bite cases the use of the 
Hawley bite plate orthodontic appliance will 
frequently provide sufficient vertical opening 
of the bite for the placement of a porcelain 
veneer crown with adequate lingual thickness 
and favourable occlusal conditions. 


Orthodontic treatment should always be 
given due consideration before attempting to 
correct the alignment of certain rotated teeth. 
Such teeth are frequently deceptive and re- 
quire more extensive cutting than anticipated. 
When there is any question, the preparation 
should be made on a study cast and the crown 
built or carved to form with cream coloured 


inlay wax to ascertain the advisability of cor- 


recting the alignment with a porcelain veneer 
crown. 

Many other cases might be cited, but these 
will suffice to stress the indications and 
importance of orthodontic treatment. 
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shade analysis must not be of the natural 
teeth alone, but of certain blended shades in 
fused porcelain, which will produce exactly 
the desired shades and colour blending even 
though it is obtained in a different manner 
from those of the natural teeth. In other 
words, all shades on the tooth shade guide are 
made by the blending of a gingival or body 
colour and an enamel colour or translucent 
porcelain. 


Fluorescence. 


An object or substance is said to be fluores- 
cent when it has the ability to generate light 
(radiant energy) within itself. This addi- 
tional production of light is the result of mole- 
cular activity which is stimulated into action 
by an outside source of illumination such as 
the ultraviolet rays. In a dark room, if the 
ultraviolet rays are directed upon natural 
teeth this fluorescent property which they 
possess can be readily demonstrated. This 
phenomenon may be due to the calcium- 
fluoride content of the natural enamel and 
dentine of the teeth. According to Radley and 
Grant!: 

The teeth of a normal person fluoresce intensely white, 
and show the strongest fluorescence of any external 
organ, but in en old person, or when the teeth are 
defective, the fluorescence is often reddish. 

Fused dental porcelain to which a fluores- 
cent ingredient has been added will similarly 
emit light while exposed to the action of ultra- 
violet rays. However, incorporating a fluores- 
cent ingredient in a dental porcelain powder 
by the dentist is not feasible because of the 
elaborate process required for its introduction, 
and the almost infinitesimal amount of these 
salts that would have to be added to such a 
small quantity of dental porcelain powders. 

Since modern methods of lighting, such as 
fluorescent illumination, cause the shades of 
non-fluorescent porcelain restorations to ap- 
pear “off-colour” much attention is now being 
given toward providing denture teeth, facings, 
and dental porcelain powders possessing this 
fluorescent quality. This property of fluores- 
cence being an inherent quality common to all 
natural vital teeth, it is of definite esthetic 
value to have all porcelain restorations includ- 
ing porcelain jacket crowns possess this 
fluorescence so that they will more nearly 
simulate the shades of the natural teeth in 
daylight or in artificial illumination. 


Translucency. 


If a body transmits light without permitting 
objects to be distinctly seen it is said to be 
translucent. The reflection o1 the underlying 
dentine through the translucent enamel im- 
parts to natural teeth their shading and 
colouring. Translucency of natural teeth 
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varies with different individuals and at differ- 
ent ages. Consequently, the degree of trans- 
lucency incorporated in the restoration is 
essential and is dependent upon the natural 
tooth being simulated. This vivifying trans- 
lucency of dental porcelain is an outstanding 
characteristic and one that greatly enhances 
the naturalness of the veneer crown. 

With the regular dental porcelain, depth of 
translucency and surface glaze may be ob- 
tained by fusing it at a definite temperature 
for a given time which will prevent extending 
the glaze too deeply by over-fusing. Grey or 
bluish grey stains or coloured porcelains are 
used to simulate the translucent incisal areas. 
With the “new hue” translucent porcelains the 
translucency is obtained with a transparent 
porcelain to which may be added the enamel 
colour in the desired amount, and applied over 
the blended dentine colour. The shade of the 
crown is made lighter by applying a layer of 
transparent enamel over the gingival surface. 
The degree of translucency is limited by 
applying a thin layer of translucent enamel 
colour in the gingival area and terminating 
with the translugent enamel colour of sufficient 
thickness in the incisal to obtain the desired 
translucent incisal area. 

Extremely translucent incisal areas are 
simulated by using transparent porcelain 
without any enamel colour. Because of dark 
oral cavity background this will produce a 
very dark incisal area which is seldom desir- 
able. For most cases a correctly blended 
shade of enamel porcelain is added to obtain 
the desired degree of incisal translucency. 

These porcelains being very translucent 
require a thin layer of opaque porcelain to be 
fused to the platinum matrix, exclusive of the 
shoulder, before applying the dentine colour. 
The fusing point of transparent porcelain 
being about 100° F. below that of the dentine 
and enamel porcelain powders, due care must 
be exercised to avoid over-fusing. 


PACKING AND COLOUR BLENDING. 


The ultimate objective when packing or 
moulding a porcelain restoration is to have 
the porcelain thoroughly condensed with the 
closest possible apposition of the grains of 
porcelain, free from air and moisture, built 
to the desired size and form, with the colours 
correctly blended. 

Various methods are available such as the 
moisture absorption, the vibration with or 
without matrix, the spatulation, the brushing 
and a combination of these various methods, 
to achieve satisfactory results. 

A facile method for condensing and mould- 
ing suggested by Clark?, with some modifica- 
tions, is used for packing, moulding and blend- 
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ing the colours of the porcelain. This pro- 
cedure employs the vibration with linguo- 
incisal matrix, absorption, and _ spatulation 
methods. It also provides an efficient method 
for applying the porcelain on the platinum 
matrix and the correct blending of colours. 
The working cast (Fig. 3) with an amalgam 
or copper plated die in correct position con- 
sists of a hydrocal cast with a piece of square 
metal tubing embedded to hold the die accur- 
ately and prevent its rotation and apical dis- 
placement. The die is constructed in the 


usual manner, but in addition a piece of 14 
gauge square orthodontia wire, about 2 inches 
in length, is securely attached to the apex of 
the die in line with the long axis of the die. 
Prior to pouring the impression with hydrocal 
a piece of square metal tubing, about 3 inch 
in length, is placed over the square wire with 


(a) 


Fig. 3.—(a) Amalgam die in position on working cast; 


one end of the tube contacting the apical end 
of the die. The wire should extend apically 
about 14 inches beyond the top of the working 
cast so that the applied moist porcelain can be 
vibrated by pushing the serration on the 
handle of the porcelain carver back and forth 
across the wire when the die is in position on 
the working cast. A strip of Kerr’s green 
wax, 24 gauge, about 3 mm. in width, should 
also be attached to the parallel sides of the 
die extending rootwise from the margin of the 
shoulder of the die, to provide space for the 
platinum matrix apron between the die and 
the working cast. 

When the hydrocal working cast has set, it 
is removed from the impression, the die taken 
out, and the cast dried. The cast is then made 
waterproof by vacuum and oil treatment, or 
by placing it in a boiling solution of five parts 
of carbon tetrachloride and one part stearic 
acid for a few seconds. This waterproofing 
prevents absorption of moisture from the 
porcelain while it is being condensed. 
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An inlay wax jacket crown (Fig. 4) is then 
made by adapting the softened wax to the 
platinum matrix, carving it slightly oversized 
on the lingual and about 14 mm. longer to 
provide for shrinkage of the porcelain during 
the fusing process. To prevent the porcelain 
mixture from flowing or being vibrated api- 
cally, the space between the die and the cast 
is filled in with plasticine or base plate wax, 
leaving the gingival margin and a small area 
of the platinum matrix apron exposed. The 
linguo-incisal core is made by softening a 
small piece of modelling compound, pressing 
and adapting it against the lingual and incisal 
surfaces of the chilled wax crown and the 
adjacent teeth, extending it about 2 mm. be- 
yond the incisal edges and a short distance 
over the palatal portion of the working cast 
(Fig. 5). After the modelling compound core 


(b) 
(b) Platinum matrix burnished and swaged to the die. 


has been chilled it is removed and trimmed so 
it can be readily removed and replaced. 

Talcum powder is applied to the labial sur- 
face of the modelling compound core and a 
piece of No. 20 tinfoil burnished over this sur- 
face folding the ends over on to the lingual 
area to hold it in place (Fig. 6). This cover- 
ing of tinfoil is coated with a film of lard oil 
to provide a separating medium between the 
core and the lingual and incisal areas of 
condensed porcelain. 

The wax crown pattern and all traces of 
wax are removed from the platinum matrix. 
The platinum matrix is placed on the die, the 
die seated, and modelling compound-tinfoil 
core is then seated on the working cast 
(Fig. 7). 

The gingival or body porcelain powder is 
placed in a Dappen dish and the necessary 
amount of distilled water added to produce a 
thick creamy mix. It is then stirred with a 
glass rod and mechanically vibrated to elimin- 
ate as much air as possible from the mix. The 
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Fig. 4.—(a) 


Inlay wax jacket crown carved oversize (labial view); (b) 
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(b) 
Inlay wax crown over contoured and 


slightly longer to provide for shrinkage (lingual view). 


proper consistency of the mix is maintained by 
adding a drop of water and stirring when 
necessary. 

With the modelling compound core held in 
position on the working cast with the thumb 
(Fig. 8), the mixed gingival porcelain is 
applied with a No. 0 and No. 00 sable hair 
brush to the lingual area of the platinum 
matrix, vibrating it by drawing the serrated 
handle of the porcelain carver over the pro- 


lain instrument and brush, cutting and brush- 
ing away any excess porcelain powder. 

With the porcelain carver trim away that 
portion of the labial contour of the body colour 
which is to be replaced with incisal colour and 
all of the incisal area which is to be entirely 
incisal colour. The gingival \imit of the incisal 
colour is indicated by lead pencil marks placed 
on the adjacent teeth. Before adding the 
incisal colour porcelain, moisten slightly the 


Fig. 5.—(a) Modelling compound impression being taken of the lingual and incisal surfaces; (b) Modelling compound 
core trimmed to proper size (lingual view). 


truding square wire (Fig. 9). This procedure 
is continued until the entire space between 
the platinum matrix and the tinfoil is com- 
pletely filled with thoroughly condensed moist 
porcelain. Cover the labial portion in a 
similar manner. By this time considerable 
moisture will have accumulated on the labial 
surface of the applied porcelain. This moisture 
is absorbed with a piece of clean dry linen or 
absorbent paper. Continue adding, vibrating 
and expressing the moisture until the porcelain 
is quite dry. Mould the labial contour of the 
porcelain with the flat surface of the porce- 


area of body colour porcelain to which it is to 
be applied. Apply a small amount of the 
mixed moist incisal porcelain to the labial area 
vibrating it gently to place. This procedure is 
continued until the labial and incisal area is 
built up to the desired labial contour (Fig. 10). 
Blending of the gingival and incisal shades is 
done with a No. 0 sable hair brush. The entire 
labial surface is then burnished with the flat 
side of the carver and any ¢haracteristic 
marking or anatomy carved in the moulded 
porcelain before the modelling compound core 
is removed. 
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Before shedding the compound core the tin- 
foil is unfolded away from it (Fig. 11). The 
compound core is now carefully taken away 
from the tinfoil leaving the tinfoil in contact 
with the lingual and incisal contour of the 
condensed porcelain (Fig. 12). The tinfoil is 
then peeled away from the porcelain. Any 
changes in the lingual contour are now made 
and any excess porcelain is removed from the 


Fig. 6.—Left: Modelling compound core (labial aspect). 
Right: Core with tinfoil burnished over it. 


Fig. 7.—Modelling compound core with tinfoil over it in 
position on working cast. 


interproximal areas so that the die and built- 
up porcelain jacket crown may be removed 
incisally without being fractured (Fig. 13). 

The die with the moulded porcelain jacket 
crown on it is removed from the working cast 
by exerting pressure with the thumb on the 
end of the wire pushing it incisally away from 
the working cast (Fig. 14). The plasticine or 
wax is then removed from the gingival. The 
concave areas on the mesial and distal sur- 
faces are filled in with moist porcelain and 
properly contoured. This additional width 
will compensate for the mesio-distal shrinkage 
resulting from fusing. Any desired additions 
or changes in contour are made at this time. 
A slight ditch is then cut around the peri- 
phery freeing the gingival margin. The 
platinum matrix with the moulded porcelain 


Fig. 8.—Applying porcelain powder mixed with water, 
using a No. 0 sable hair brush. 


jacket crown on it is carefully removed from 
the die and placed on an alundum cone rack 
preparatory to being fused. 


FUSING. 


The fusing of dental porcelain, regardless of 
the method used, is a procedure that requires 
experience, and strict adherence to details, to 
obtain the depth of translucency required to 
simulate the natural teeth, and prevent the 
serious results of over-fusing. A _ porcelain 


Fig. 9.—Vibrating the porcelain mixture to place with 
the serrated handle of the Reeve’s porcelain instrument. 


jacket crown usually requires at least three 
bakes—two high biscuit, and the final fusing 
or glaze—to complete it. The pyro-chemical 
action which fuses dental porcelain may be 
regarded as progressive. When each bake is 
made with the same kind of porcelain, each 
subsequent bake extends the pyro-chemical 
changes further into the previously fused 
porcelain. Porcelain being a poor conductcr of 
heat, too rapid heating will result in greater 
outer surface fusion, and a lesser fused mass 
in the inner portion. We, and others, have 
found that those porcelains which were fused 
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Fig. 10.—Labial and incisal surfaces moulded and carved 
to the desired contour. 


at a lower temperature over a longer period 
of time, synchronising a gradual rise in tem- 
perature with a timer clock of 50° F. per min- 
ute, and holding it at a known temperature 
lower than that designated by the manufac- 
turer, for a pre-determined time*, were more 
homogeneously and more uniformly fused 
than those fused by raising the temperature 
rapidly to the fusing temperature designated 
by the manufacturer, without a holding period, 
As a general rule the temperature designated 
by the manufacturer should be regarded 
merely as a guide. Consequently the rapid 


increase to this temperature is not advisable, 


11.—Tinfoil peeled away from the modelling com- 
pound core prior to removing the core. 


especially for final fusing, because excessive 
heat has a tendency to reduce the silicates and 
mineral oxides used for pigmentation, result- 
ing in burning out of the shades, giving the 
glazed porcelain jacket crown an “off-colour” 
and an unnatural appearance. 

After the thin layer of opaque porcelain 
has been fused, the die with the opaque coated 
platinum matrix on it is placed in position on 
the working cast together with the modelling 
compound core assembly. The dentine porce- 
lain is applied and vibrated to place as previ- 


The Dental Journal of Australia 


ously described. The labial area of the moulded 
dentine porcelain is trimmed away to pro- 
vide the desired space for the placing of the 
translucent enamel porcelain. The compound 
core assembly is removed as previously out- 
lined and the condensed porcelain fused to a 
high biscuit bake. It is again placed on the 
die, the periphery of the matrix readapted, 
the gingival ditch filled in, and the translucent 
enamel colour applied, vibrated, moulded and 
carved to desired contour. 

The carving of dental porcelain, while in 
the unfused state, is really an art rather than 


Fig. 12.—Tinfoil in position after the modelling com- 
pound core has been removed. 


a technique. It requires skill in carving, a 
knowledge of dental anatomy, and experience 
in manipulation to keep the right amount of 
moisture in the porcelain so that it can be 
satisfactorily moulded and carved. 

The tooth form and character of the labial 
aspect of the porcelain jacket crown is of 
primary importance in the esthetic reproduc- 
tion and simulation of the natural tooth which 
it restores. Some of these contours and sur- 
face markings may be incorporated into the 
restoration at the time the porcelain is being 
packed or moulded. Others may be ground in 
after it has been fused to a high biscuit bake. 


Fig. 13.—The lingual and incisal surfaces of the packed 
porcelain crown after the tinfoil has been removed. 
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During the time it is being fitted in the pa- 
tient’s mouth, an opportunity is provided to 
observe and reproduce the tooth form, con- 
tours and marking of the adjacent natural 
teeth before the jacket crown is finally fused 
to a glaze, being extremely careful not to over- 
fuse the porcelain. 


Procedure. 


The timer used in this procedure is an 
ordinary alarm clock on which the face has 
been changed to read from 1200° F. to 
2400° F. at intervals of 50° per minute. The 
hour hand is removed, leaving the minute 
hand to point to degrees instead of minutes. 
A section on the face, numbered from one to 
eight is used for timing the holding period, 
after the desired temperature has_ been 
obtained. 


Fig. 14.—Removing the die with packed and condensed 
porcelain crown from the working cast. 


By advancing, retarding or holding the 
rheostat switch, the temperature indicated on 
the pyrometer may be synchronised with the 
temperature reading indicated by the hand on 
the clock, increasing the temperature as the 
hand on the clock advances until the tempera- 
ture for the holding period, as shown on the 
fusing chart, is reached. The hand is then 
changed to the section indicating minutes 
(Fig. 16). 

The furnace should be heated on the first 
contact of the rheostat for about 5 minutes, 
with the muffle door ajar, until the interior 
of the muffle shows a glow, to eliminate all 
moisture. The muffle door is then closed and 
the furnace heated on this first contact for at 
least one-half hour. 

The moulded porcelain jacket crown to be 
fused is placed on an alundum cone stand and 
placed on a fire clay tray on the top of the 
muffle until all moisture is eliminated. After 
the restoration is thoroughly dried, open the 
muffle door and place the fire clay tray with 


15.—Die and moulded jacket crown partially 


Fig. 
removed from the working cast. 


the “built-up” jacket crown on the shelf in front 
of the muffle to permit it to be gradually 
heated. Opening the muffle door will lower 
the temperature of the muffle considerably. 
However, this is not objectionable, because 
unfused high fusing porcelain should not be 
placed inside the muffle at a temperature 
higher than 1900° F. 

The fire clay tray with porcelain jacket 
crown is then placed in the muffle directly 
under the thermocouple. The door of the 
muffle is left ajar for about three minutes 
until all organic matter has been burnt out 
of the porcelain. The muffle door is then 
closed. When 1900° F. is indicated on the 
pyrometer the hand on the timing clock is set 
at 1900° F. As the hand advances the tem- 


Fig. 16.—The timer used, which is an ordinary alarm 
clock with the face changed to indicate temperatures 
and minutes for the holding period. 
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perature in the muffle, as indicated on the 
pyrometer, is raised 50° per minute until the 
determined temperature is reached. The hand 
on the clock is then moved to the section in- 
dicating minutes for timing the holding period. 
Should the pyrometer hand show a fluctuation 
in temperature it can be regulated by advanc- 
ing or moving back the contacting arm of the 
rheostat. 

It will be necessary to make trial fusings 
of porcelain to determine the necessary hold- 
ing time required to produce the kind of 
glazed surface desired. When the temperature 
and holding period has been determined the 
degree of glaze may be increased or diminished 
by lengthening or shortening the holding 
period. 


FUSING CHART. 
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Dentsply ceramic porcelain. 


Dentsply ceramic porcelain is designed to 
have a firing range between 2300° F. and 
2400° F. depending on the time, temperature 
and furnace. Test block furnished with the 
outfit will fuse if held at 2360° F. for six 
minutes. The blocks are to be used by the 
operator to check the pyrometer reading of 
his furnace. The opaque porcelains fuse 
slightly higher than the regular porcelain. 
The translucent porcelain will fuse 100° F. 
lower than the regular porcelain. 

Clark’s? directions for fusing this porcelain 
are to 


Bring heat up at the rate of 50° F. per minute to 
maximum firing temperature and hold not over one 
minute. 


Reburnish shoulder of matrix on die. Fill in 


Porcelain. First Bake. Second Bake. Glazing. 
Justi . 7 min. 1900-2250° 7 min. 1900-2250° 9 min. 1900-2350° 
High Fusing 
2450° F. Hold 5 min. at 2250° Hold 5 mir. at 2250° Hold 8 min. at 2350° 
S.S. White Z min. 1900-2250° 7 min. 1900-2250° 9 min. 1900-2350° 
High Fusing 
2440° F. Hold 5 min. at 2250° Hold 5 min. at 2250° Hold 8 min. at 2350° 
S.S. White 5 min. 1900-2150° 5 min. 1900-2150° 6 mir. 1900-2200° 
Med. Fusing 
230¢° F. Hold 3 min. at 2150° Hold 3 min. at 2150° Hole 5 min. at 2200° 
S.S. White 8 min. 1200-1600° 9 min. 1200-1650° 10 min. 1200-1700° 
Low Fusing 
1700° F. Hold 1 min. at 1600° Hold 2 min. at 1650° Hold 2 min. at 1700° 
20th Century 41 min. 1200-1750° 11 min. 1200-1750° 12 min. 1200-1800° 
Low Fusing 
1900° F. Hold 4 min. at 1750° Hold 4 min. at 1750° Hold 4 min. at 1800° 
Dentsply 10 min. 1900-2400° 10 min. 1900-2400° 10 min. 1900-2400 
High Fusing 
2400° F. Hold 1 min. at 2400° Hold 1 min. at 2400° Hold 2 min. at 2400° 
Apco 11 min. 1200-1750° 11 min. 1200-1750° 12 min. 1200-1800° 
Low Fusing 
1875° F. Hold 4 min. at 1750° Hold 4 min. at 1750° Hold 4 min. at 1800° 
Steele’s 4 min. 1900-2100° 5 min. 1900-2150° 6 min. 1900-2200° 
Apco-Hi 
2300° F. Hold 3 min. at 2100° Hold 3 min. at 2150° Hold 4 min. at 2200° 
S.S. White Tooth Colour 
High Fusing lst Application 
Imp. 2440° F. 10 min. 1900-2400° 
Fluorescent Semi-Opaque 
Translucent 10 min. at 1900-2400° 10 min. 1900-2400° Hold 4-8 min. at 2400° 


Another reason for establishing a particu- 
lar holding period is unavoidable variations 
in pyrometers. While kept as low as is com- 
mercially practical, the effect is noticeable 
upon fired porcelain, and for consistent results 
it is necessary to establish by trial the holding 
time for each muffle and furnace. 

The fusing directions contained in the fol- 
lowing Fusing Chart are based on firing with 
a uniform current and local alternating cur- 
rent conditions. Differences in pyrometers, 
muffles and fluctuations of current or even 
higher voltages can be overcome by a judicious 
use of the rheostat. However, to accomplish 


satisfactory results it is essential to synchron- 
ise the readings of the pyrometer with those 
of the timer. 


ditch with gingival colour mixed with a solution of 
Steele’s Super-Glaze. To make solution, add 7 to 10 
grains of Super-Glaze to % ounce of water and keep in 
a one-ounce bottle so that it can be shaken well before 
using. Condense porcelain in ditch thoroughly, add an 
excess. If a feather edge is left, it will fuse first and 
have a tendency to drag the porcelain away from the 
ditch rather than allow it to shrink into the ditch. If 
it is necessary to add additional porcelain for contact or 
to correct contour, it should be done at this time, and 
the glaze solution used instead of the water. Fire 
at 40° below maximum temperature for three min- 
utes. If surface of the crown is in good condition, that 
is, if no air bubbles are apparent just beneath the sur- 
face when examined under magnifying glass, the crown 
may be returned to the furnace and brought to full 
glaze, which requires from one to two minutes at 
maximum temperature. 


S.S. White high fusing porcelain improved 
2400° F.—fluorescent, transparent. 


This new porcelain combination includes 
three different powders: semi-opaque, tooth 
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and transparent colours. The semi-opaque 
porcelain is slightly higher fusing and the 
transparent colours are slightly lower fusing 
than the tooth or body colours. 


Fusing of the thin layer of semi-opaque 
porcelain is accomplished by using the time- 
temperature procedure beginning at 1900° F. 
and advancing the temperature at the rate of 
50° per minute until 2400° F. is reached. This 
should produce a high biscuit bake. If it is 
carried to a higher fusing point or held at 
2400° F., the successive bakes necessary to 
complete the crown would result in the opaque 
porcelain being overfused. 


The first application of tooth colour should 
be carried to 2360° F.; the second bake to 
2400° F., and the third and last bake to 
2400° F. and held the required time for glaz- 
ing—from four to eight minutes, depending 
upon the glaze desired. 

The transparent porcelain is usually ad- 
mixed with the incisal colour on the final bake, 
as in most cases to use the unadulterated 
colourless transparent porcelain on the incisal 
will result in this area being too translucent. 


Some changes in the time and temperature 
procedure are necessary for the low fusing 
porcelains because the pyrochemical changes 
take place at a much lower temperature than 
those of the high fusing porcelains. 


The accuracy of the pyrometer reading 
should be tested by the melting of pure gold 
in the muffle. It will also be necessary to 
determine the correct temperature and hold- 
ing period for each porcelain used. 


The advantage of this time-temperature 
procedure may be briefly summarised as fol- 
lows: Over-fusing and under-fusing resulting 
from voltage fluctuation are avoided; the 
steady increase in temperature plus the hold- 
ing period provide gradual pyro-chemical 
changes which produce a more uniform tex- 
ture throughout the fused porcelain; the 
holding period provides for obtaining the 
degree of fusion or glaze desired; the life of 
the muffle is greatly increased due to the 
lower temperature required for fusing. 
Because of the possibilities of standardisation 
the proper fusing may be accomplished by an 
assistant or technician with little previous 
experience. 
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Undergraduate Orthodontic 
Instruction* 


R. A. Campbell, B.D.Sc. (Melb.). 


The ultimate object of education is the self-realisation 
of the individual. 


The purpose of any course of instruction 
to undergraduates in Dental Science must be 
twofold. It must produce good general prac- 
titioners, whilst, at the same time, providing 
the graduate with a spring-board for the con- 
tinuation of post graduate study, with a view 
to improving his general knowledge and 
practical ability or to embarking upon a 
specialty. 

The director of such studies is faced with 
the delicate problem of balancing all the 
multifarious requirements for this object 
against the qualifying factor of time, assign- 
ing an adequate and balanced proportion of 
the time available to each. 

Dentistry, to perhaps a greater degree than 
any other subject, requires of its graduates 
the trained mind of the pure scientist com- 
bined with the manual dexterity of the crafts- 
man. Without the former there can be no 
progress, whilst practical considerations 
demand the latter. 

The course of instruction must at all times 
preserve a balance between these two con- 
siderations so that the graduate will ulti- 
mately emerge with his mind trained to 
evaluate and benefit by experience and his 
hands trained to carry out the delicate and 
exacting requirements of practical dentistry. 

The dental student, on graduation, must 
have an embracing theoretical grasp of his 
subject and a practical ability in those sub- 
jects which form the basis of general dental 
practice. 

With few, if any, other vocations is this 
attempted in an undergraduate course. The 
medical student and the engineering student 
graduate with a good theoretical knowledge, 
but their practical training is completed in 
post-graduate years in hospital and workshop. 
Under the circumstances it is essential that 
the bulk of the time available for practical 
training should be devoted to those branches 
which are of paramount importance in general 
practice. 

Thus, after allowing for an adequate pro- 
portion of time for the teaching of basic bio- 
logical and medical subjects, the bulk of the 
remainder must go to Operative Dentistry and 
Prosthodontia. 

With the present increasing emphasis on 
Preventive Dentistry it is logical to hope for 


*Read at the 12th Australian Dental Congress, Sydney, 
August, 1950. 
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concrete results in this direction, with the 
gradual decrease in the necessity for this 
over-emphasis on restorative procedures. 

In the meantime, however, we find in a 
well-conceived, well-balanced undergraduate 


course, an allocation of time somewhat as 
follows :— 
Basic subjects (including Biological 
2% 
Other dental subjects (practical) ..... 5% 


When we realise that to train a graduate 
with a_ sufficient knowledge and practical 
ability to practise Orthodontics would require 
at least the same proportion of time as that 
devoted to Prosthodontia, any attempt to do 
so in the time available is manifestly absurd. 

Our problem, then, is how to devote most 
profitably the limited time available to the 
subject. Logically, the answer to this must lie 
in the role, if any, which the practising den- 
tist should play in the field of Orthodontics. 

Too often in the past, Orthodontic teaching 
has consisted of a few short lectures on the 
subject, which have left the student with the 
impression of a mystical cult practised by a 
cross between a demi-god and a lunatic. 

On the other hand we have seen intensive 
courses, conscientiously conceived, which by 
their over-insistence on complicated practical 
procedures, normally only carried out by the 
trained orthodontist, has produced in the mind 
of the student a _ similarly unfavourable 
impression. 

In either case the value of the teaching has, 
for practical purposes, been negative. 

The role of the general practitioner is not, 
has never been and never will be the active 
treatment of established cases of malocclusion, 
if for no other reason than that the demands 
of a busy practice preclude the devotion of 
the necessary time. 

If we limit the term Orthodontics to the 
field of correction, then the dentist’s role is 
limited to the intelligent reference of cases to 
the Orthodontic specialist. 

Hoffman!, in 1933, defined Orthodontics in 
the following terms: 

It is a bio-mechanical science which has for its object 
the prevention or correction of malocclusion of the teeth, 
and the harmonising of the structures involved, so that 
the dental mechanism produced will be best suited to 
the functional activities of the human organism as a 
whole. In theory or practice it is the study of growth 


and development linked with physical and mechanical 
principles, 


In this somewhat lengthy, but nevertheless 
excellent, definition the word to which I wish 
to draw attention is “prevention.” With this 
word we open up the whole vast field in the 
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subject in which the principal actor is the 
practising dentist. 

Ellis? quotes Oliver as stating: 

It is my opinion that at least 50% of all malocclusions 
and facial deformities arise from simple, minor or 
environmental causes. 

Whether we believe this figure to be exag- 
gerated or not, the fact remains that many 
cases of established malocclusion presented to 
the specialist today could have been avoided 
by the intelligent intervention of a “malocclu- 
sion-conscious” dentist at an early age. 

The seeds of many a malocclusion are sown 
in those early years when the sole dental care 
of the child is in the hands of the family 
dentist. By virtue of his position as a special- 
ist, depending upon reference from the general 
practitioner, the orthodontist rarely sees a 
case in its infancy. 

As a result the bulk of the orthodontic care 
given to the public today falls within the 
corrective aspect of our definition. 

The time factor in practice, which militates 
against his active participation in corrective 
procedures does not apply in his preventive 
role. The malocclusion-conscious dentist will 
include orthodontic observation in the routine 
examination of the mouth as auton.atically as 
he would assess the caries or gingival condi- 
tion. As often as not practical procedures in 
prevention will fall within the scope of and 
be combined with routine work in other 
spheres, e.g., Operative Dentistry, Exodontia. 

To fit him for this role must be the object 
of the undergraduate’s instruction in Ortho- 
dontics. 

The teaching of Orthodontics will normally 
be included in the curriculum in the latter 
years of the course and lectures should be 
designed to direct the student in the apprecia- 
tion of the knowledge acquired in his study of 
foundation subjects in earlier years. Close 
liaison with lecturers in these subjects is 
necessary in order to maintain uniformity and 
correlation in teaching. 

Needless to say a thorough grounding in 
the basic principles of Orthodontics is essen- 
tial, whilst the greatest emphasis must be laid 
on the subjects of Growth and Development 
and Etiology since a full appreciation of these 
forms the basis of any intelligent approach to 
Prevention. 

Lectures must be designed with the dual 
purpose of providing a sound foundation know- 
ledge of the subject, whilst at the same time 
encouraging the student to further reading. 

The subject matter should be presented in a 
progressive and stimulating manner, rather 
than as a stodgy presentation of facts. 

After the initial ground work has been 
covered, subsequent lectures should take the 
form of discussion, although the lecturer must 
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always be alert to keeping the discussion to 
the matter under consideration. 

Since malocclusion is an important etiologi- 
cal factor in the majority of dental diseases, 
the closest liaison must be established and 
maintained with teaching in all branches of 
prevention. This liaison should not be limited 
to dental science alone but should be extended 
to provide the closest possible integration of 
the dental field with the wider one of preven- 
tive medicine, both in the realms of teaching 
and practice. 

On the practical side the scope for teaching 
is unlimited. The student should be encour- 
aged to adopt the viewpoint that his practical 
work in Orthodontics is not limited to a set 
period each week, but he should carry with 
him a malocclusion consciousness into every 
department of the school. 

He must be coached in the necessity for the 
evaluation of the malocclusion potential of 
every case, to the point where this investiga- 
tion will automatically form a part of any 
oral examination. This applies particularly to 
his practical work in the Operative Dentistry 
and Pedodontia clinics. 

The concept of normal occlusion and the 
consequent ability to recognise deviations from 
the normal is perhaps one of the most difficult 
subjects to grasp in the whole field of dental 
science. The student’s practical training 
should contain a high proportion of work to 
ensure that his ability is fully developed in 
this regard. Case study should not be re- 
stricted to specially selected models and cases, 
but he should be given every encouragement 
and facility to: carry out the practical pro- 
cedures necessary for case analysis, e.g., pre- 
paration of study models, profiles, X-rays in 
the patients encountered in the normal rou- 
tine of his work, particularly in the Pedodontia 
clinic. A follow-up system developed in this 
clinic will be of great value, not only for 
teaching purposes, but also to the patients who 
attend the clinic attached to a teaching school. 

Many of the etiological factors underlying 
dental disease are to be found in organic and 
systemic conditions. The student should be 
trained to look beyond the confines of the oral 
cavity and the boundaries of the skull, to an 
evaluation of the complete make-up of the 
patient, both physical and mental. This 
method of examination must be systematised 
to include investigation of the medical, heredi- 
tary and environmental background of the 
patient. 

We have all had impressed upon us, in our 
student days, the grave importance of the 
premature loss of a deciduous tooth, yet in 
actual practice the fact remains that very 
little real effort is made by the general prac- 
titioner today either to preserve these teeth to 
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maturity or to take active measures to counter- 
act the results of their inevitable loss. The 


practical follow-up after such a loss with 


periodic measurement and provision of some 
form of space retainer where necessary is a 
service provided by a very small minority. 
Teaching of these principles and instruction 
in the design and construction of space re- 
tainers must form a considerable part of the 
practical instruction in the course. 

Practical work in the design and construc- 
tion of appliances should be restricted to the 
most simple appliances necessary to an ade- 
quate service in prevention, e.g., to produce 
simple tipping movements in incisor teeth mis- 
placed due to prolonged extraction of the 
deciduous teeth. 

The student need only be given an insight 
into the more complicated corrective pro- 
cedures by demonstration of cases in the 
orthodontic clinic. 

Frequent attempts have been made to bring 
the corrective field of orthodontics within the 
scope of the general practitioner by the intro- 
duction of compromise methods of treatment 
with removable and other simplified appli- 
ances. It is my opinion that, no matter what 
the appliance used, corrective orthodontic 
treatment is the province of the fully trained 
orthodontist whether dealing with patients in 
limited numbers in private practice or in mass 
in malocclusion clinics. 

Other practical instruction includes the 
design and construction of extra-oral aids to 
prevention, e.g., thumb and finger guards as 
well as the rationale of muscle exercises. 

With a certain amount of trepidation I now 
approach the subject of remedial extraction. 

It will readily be conceded that there are a 
large number of patients who for economic or 
geographic reasons are denied the advantage 
of orthodontic treatment either in private 
practice or in clinics, but for whom judicious 
extraction at the correct time both in the 
deciduous and permanent series can achieve 
improvement both, in esthetics and function. 
An intimate knowledge of the principles under- 
lying this mode of treatment is a desideratum 
for the student if he is to carry into subse- 
quent practice an appreciation of his respon- 
sibilities in the matter of extraction. We have 
all seen the tragedy of teeth such as the lateral 
incisor or cuspid which has erupted outside 
the line of occlusion being extracted by a 
dentist who, with a little thought, could have 
foreseen this eventuality during the formative 
years. There is also the mistaken idea, only 
too prevalent amongst dentists, that the sym- 
metrical extraction of the first molars is the 
solution to all malocclusions. A knowledge of 
extraction therapy based on the experience 
and teaching of high authorities on the subject 


| 
“ 
i 


70 


is an essential for the graduate, if only to 

ensure that he can intelligently co-operate 

with the orthodontist in this aspect of treat- 
ment. 

In Dental Science there are in reality only 
two pure specialties—those of Oral Surgery 
and Orthodontics. By pure specialisation I 
denote a branch of the profession in which 
the treatment involved is of a nature outside 
the ambit of the general practitioner. In the 
case of a dentist specialising in Prosthodontia 
it can only be a possible indication of his 
greater aptitude for a normal dental field. In 
the field of Orthodontics, however, he is the 
only one capable of and should be the only one 
permitted to indulge in corrective orthodontics. 

It is my opinion that practice should be 
regulated and only permitted to dentists who 
have completed a specified course at a recog- 
nised school. This school should be one of 
those in which the whole subject of Dental 
Science is covered and not one purely devoted 
to the subject of Orthodontics. 

A great deal of the misunderstanding which 
exists between the profession and the specialty 
today, particularly in the U.S.A. (evidence of 
which may be found in continual references in 
the American Journal of Orthodortics), stems 
from such division of teaching. 

The Orthodontic Department of the School 
must be presided over by a fully qualified 
Orthodontist, preferably on a full-time basis. 
The position might well be combined with that 
of Director of Preventive Dentistry. 

Owing to the comparatively small demand 
for Orthodontic specialists, due to the limited 
population of Australia, it would probably be 
more practicable, by arrangement between the 
various schools, for these Departments to be 
initially located in the schools of the larger 
capital cities. 

CONCLUSIONS. 

1. The role of the general practitioner lies in 
the field of prevention. Active corrective 
treatment is the province of the specialist. 

2. The preventive field is sufficiently large to 
warrant the devotion of the full teaching 
time available in an undergraduate course. 

3. Orthodontic theory and practice should be 
taught to undergraduates in conjunction 
with other fields of Preventive Dentistry. 

4. Such a course could form an adequate 
basis for post-graduate training in the 
specialty, such post-graduate study to be 
the subject of direction by the Orthodontic 
Department of the school. 

5. Instruction based on these lines can lead 

to a far greater understanding and co- 

operation between the specialty and the 
profession at large, with consequent bene- 
ficial results to the dental health of the 
community. 
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Dental Materials 
Current Notes (No. 19)* 


ORTHODONTIC SPRINGS. 


The Victorian Section of the I.A.D.R. Dental 
Materials Group met recently to discuss the 
topic “Problems Associated with the Design 
of Orthodontic Springs.” In introducing the 
subject Mr. R. Smith, B.Met.E., explained 
how the investigation originated when he was 
preparing a group of dentists for the M.D.Sc. 
examination in Metallography. In discussing 
orthodontic appliances he asked the group for 
some idea of the magnitude and nature of 
the forces required to move teeth and whether 
the springs in use did in fact fulfil the re- 
quirements. As there seemed to be no satis- 
factory answer he and Mr. Storey, M.D.Sc., 
undertook to test springs and to carry out 
controlled tests in the mouth to study the 
rate of movement of teeth in relation to the 
forces applied: 

Commencing with cuspid teeth some very 
interesting results were obtained, and as the 
investigation developed it was apparent it 
would contribute some valuable new informa- 
tion on the factors associated with the move- 
ment of teeth through the surrounding tissues. 

Some of this work has already been pub- 
lished!, 2, or is in the press?, and Mr. Storey 
described at the meeting some of the more re- 
cent developments. As these talks were of 
great interest to the members present, syn- 
opses, kindly provided by the authors, are 
presented. 

Mr. Smith: In orthodontia, since teeth are 
made to move through bone by the applica- 
tion of force, a fundamental basis for the 
rational design of orthodontic springs must 
be a knowledge of the range of forces that is 
permissible. Little attention has been paid to 
this subject in the past and experiments were 
described which aimed to obtain quantitative 
information about the relation between the 
value of the applied force and the movement 
of teeth. The more important results obtained 
were :— 

1. There is an optimum range of pres- 
sure on the tooth-bone interface which 
produces tooth movement at a maximum 
rate; e.g., 150-250 gms. on a cuspid tooth 
produces a movement of approximately 
1 mm./week. 


~ *Contribution from the Commonwealth Bureau of 
Dental Standards in association with the Victorian Sec- 
tion, I.A.D.R. Materials Group. 
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2. Increasing the force above the opti- 
mum range does not increase the rate of 
movement of teeth. On the contrary the 
rate of movement is decreased due to the 
movement being the result of ‘under- 
mining resorption” of bone. 

3. For forces below the optimum range 
there is little movement of teeth and this 
means that effective anchorage can be 
obtained by proper design. 

Verification of the above results was 
obtained radiographically. 

On the above basis it was shown experi- 
mentally that many existing orthodontic 
springs are unsatisfactory and better springs 
can be designed. In particular for cuspid re- 
traction springs, many existing springs apply 
forces above the optimum range. This means 
that the cuspid tooth initially acts as the 
anchor unit and the anchor teeth are the teeth 
which are moved. This is because the distri- 
bution of the heavy force over the teeth in the 
anchor unit is such that the force per anchor 
tooth comes within the optimum range. 

Mr. Storey: X-ray photographs were shown 
which confirmed the different behaviours of 
bone with different degrees of force, i.e., with 
forces below the optimum range bone is laid 
down behind and in front of a tooth being 
moved, while the heavy forces bone is not 
laid down. 

Further lines of research in progress 
were reported. 


1. Histological: A study of the be- 
haviour of dogs’ teeth to different degrees 
of force. Here again the results showed 
a significant difference in behaviour of the 
surrounding tissues. 

2. Cyclic movement: Further studies in 
patients using springs of steeper deflec- 
tion-load characteristics revealed that the 
rate of movement of the teeth below the 
optimum range became cyclic. This cyclic 
movement was not related to the time of 
activation of the spring, and, in seven 
patients to date, appears to be related to 
the menstrual cycle. As movement ceased 
during the midmenstrual periods an asso- 
ciation between cessation of movement 
and oestrogen is suggested. 

3. Removable appliances: The applica- 
tion of the general principles involved in 
the design of springs to the design of 
removable appliances. 
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Relation of Cereals and Sugars 
to Experimental Dental Caries* 


Studies on the relation of diet and nutrition 
to tooth decay in experimental animals could 
be classified in two general categories: those 
investigations concerned with the relation of 
nutrition to the development of teeth and 
their later susceptibility to dental caries 
(Nutrition Reviews 6, 196 (1948); 8, 37 
(1950)), and those experiments which are pri- 
marily concerned with the relation of dietary 
composition to the maintenance of teeth after 
they are fully formed and erupted into the 
oral cavity (Ibid., 6, 75, 105 (1946); 8, 344 
(1950): 9, 255 (1951)). 

In an investigation to study the relation of 
cereals and sugars to the maintenance of fully 
developed teeth, M. A. Constant, P. H. Phillips, 
and C. A. Elvehjem (J. Nutrition 443, 4551 
(1951)) have reported a series of experiments 
with cotton rats in which the cariogenicity of 
a diet consisting of oatmeal, dried whole milk 
and sugar was studied and in which the caries- 
producing properties of natural and refined 
sugars were compared. The basal diet in the 
first experiment consisted of a homogenized 
mixture of 50 g. of finely ground oatmeal with 
sufficient whole milk to provide 33 g. of milk 
solids. This aliquot of the basal diet was modi- 
fied by the incorporation into it of either 17 
g. of cerelose or enough of a natural syrup to 
supply 17 g. of sugars. All three diets were 
fed in liquid form throughout the experimental 
period of fourteen weeks. Parallel to the ani- 
mals on these three diets was run a group on 
a dry diet consisting of 50 g. of oatmeal, 33 g. 
of dried whole milk powder and 17 g. of sugars 
prepared by drying the natural syrup. The 
cotton rats fed three liquid diets had an aver- 
age of only one small carious lesion per capita 
whereas the group fed the dry ration had an 
average incidence of 25 carious lesions per 
head and an average carious score of 72 +. 
Obviously, the fluidity of the rations drastic- 
ally reduced the incidence and extent of tooth 
decay. This was true even in the fluid ration 
which had the same percentage distribution of 
solids as the dry ration. This phenomenon has 
been reported previously in instances where 
purified rations were studied instead of the 
natural diet used in this case (E. P. Anderson, 
J. K. Smith, Elvehjem, and Phillips (Ibid., 35, 
371 (1948)). 

In the second experiment, a purified diet 
was used which consisted of a sugar at 23.4 
per cent, dextrin 43.6 per cent, casein 24 per 


*Extract from Nutrition Reviews, Vol. 10(10): 304-06, 


Oct., 1952 
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Editorials 


The Library 


One of the most important functions of the 
Association is the dissemination of information 
to its members concerning all aspects of dental 
practice. There are three main ways in which 
the achievement of this object is attempted: 
two of these are the Journal and the activities 
of the Post-Graduate and Syllabus Committees, 
and the other is the Library. 

The contact that these avenues of dental 
education have with the professional body is 
interesting to examine. The Journal of necess- 
ity has, potentially at least, contact with all 
members; lectures and post-graduate courses 
with only one tenth of the members, but the 
Library’s contact is of a much lower order 
still. 

It may be remarked at the outset that, in 
earlier days of our profession, the number of 
reference books and journals was so small that 
they could be conviently stored on one small 
shelf and that everyone had their own library. 
However, the progress of dental research and 
scholarship in all avenues of dentistry is so 
great that now in the Association library over 
seventy current periodicals are received, em- 
bracing not only the needs of the general prac- 
titioner but the specialist as well, for now there 
are journals on subjects such as Endodontia, 
Children’s Dentistry, Periodontia, as well as 
the older specialities. 

It must be emphasized that reading of per- 
iodical literature is the only method of becom- 
ing familiar with the most recent advances in 
dental science. This source of information is 
particularly important for all members who 
are preparing papers for lectures or publica- 
tion or post-graduate discussion and studying 
for higher examinations or writing theses. 

In order to facilitate the task of the reader 
in finding all the references to the particular 
subject in which he is interested, there are 
comprehensive indices compiled: the American 
Dental Association prepares a very complete 
index of dental periodical literature in the 
English language, whilst in the general medical 
and scientific fields the Quarterly Cumulative 
Index Medicus and the Current List of Medical 
Literature of the United States Armed Forces 
Medical Library give a complete coverage of 
all literature published in the world. The 
Index Medicus extends back over half a century 
and is a most valuable help to persons receiv- 
ing literature on any subject. 

As a result of the status of the Association’s 
Library, it is able to borrow books from any 


library in Australia, by means of the inter- 
library loan system, so that members have ac- 
cess to all the dental literature available in this 
country. If, however, the particular publication 
is not available in Australia, then a microfilm 
of the article may be borrowed free of charge 
from the U.S.Army Medical Library for a per- 
iod of 90 days. 

As well as periodical literature, a large 
range of modern reference books is provided 
and this collection is being continually increas- 
ed. These volumes are available on request to 
any member, both city and country. 

Another aspect of the Library service is the 
“package library’ which supplies a collection 
of articles from periodical literature on various 
subjects. This is particularly useful to mem- 
bers of study groups and lecturers and clini- 
cians, particularly in the country divisions. 
The Library Committee is at present investi- 
gating new methods of increasing the scope 
and usefulness of the package library and 
hopes that this service will shortly become in- 
valuable to members. 

Oftentimes members do not realise the 
potential of information. stored in the books 
and journals in the Library, readily assimil- 
able due to the comprehensive modern indexing 
system available, and a little time spent in 
reading current literature not only broadens 
our professional outlook and keeps us abreast 
of developments in other countries but repays 
well in terms of increased technical informa- 
tion and subsequent benefits in dental practice. 

The Library should become an integral part 
of the post-graduate educational facilities of 
every member and not be allowed to degener- 
ate into a “dead collection of books.” 

The words of Greene Vardiman Black should 
continually re-echo in our minds: 


The professional man has no right to be other than 
a continuous student. 


Federation Dentaire 


Internationale 


The advent of modern radio, television and 
air-travel has brought the world to the stage 
where each major nation appears to be living 
on each other’s door step. Gone forever are 
the days when it was possible to deal with 
some local problem of reasonable magnitude 
without in some way or other profoundly af- 
fecting the result of similar deliberations in 
countries far distant. 

This is directly applicable to the urgent 
dental problems of our own community where 
it can truly be said that we face no major 
problem in dental science or politics which has 
not been met and resolved in some other coun- 
try, be it fluoridation of drinking water as a 
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cent, salt mixture 4 per cent, and corn oil 5 
per cent. The sugar was either supplied as 
sucrose, cerelose, as a natural syrup, or as a 
synthetic syrup (prepared from a mixture of 
20 per cent glucose and 80 per cent sucrose 
by heating to the approximate viscosity of 
natural syrups). No difference in the average 
number of carious lesions or in the average 
caries score was observed as a result of the 
presence of the naturally occurring versus the 
refined sugars. A similar inability to disting- 
uish between the caries-producing powers of 
the sugar in the natural syrup and sucrose was 
observed when the two were incorporated at 
the same level into the oatmeal-whole milk 
powder diet. 


In the third experiment, the whole milk 
powder in the oatmeal-whole milk powder 
diet was replaced by casein and dextrin in a 
ratio of 1:3 by weight. This manipulation 
resulted in a striking increase in the average 
number and extent of carious lesions in the 
cotton rats in this group. This was a particu- 
larly interesting observation in view of the fact 
that the amount of simple sugars in the re- 
sulting diet was quite low. A side observation 
of note was the comment that there was a de- 
finite trend toward rickets in this group. This 
occasioned the investigators to draw atten- 
tion to the fact that there was a correlation 
between the low mineral content of the diet 
and the incidence of dental caries. 


In the fourth experiment, the whole milk 
powder was decreased to 16 per cent with a 
commensurate increase of oatmeal, or increas- 
ed to 48 per cent with a comparable decrease 
in oatmeal. These lesser modifications of the 
milk and oatmeal content of the diet did not 
affect the incidence and extent of tooth decay 
to a significant degree. 


In a later series of studies, M. A. Constant, 
P. H. Phillips, and C. A. Elvehjem (J. Nutrition 
46, 271 (1952)) have reported on the relation 
of whole grain and processed cereals to the 
production of tooth decay in cotton rats. The 
cariogenicity of a purified diet containing 67 
per cent sucrose, 24 per cent casein, 4 per 
cent salt mixture, 5 per cent corn oil, and 4 per 
cent of 1:20 liver extract was compared with 
the caries-producing power of a diet composed 
of 50 per cent oatmeal, 32 per cent whole 
milk and 18 per cent sucrose. The average 
incidence of carious lesions was 11.0 for the 
purified ration and 18.5 for the oatmeal basal 
ration. The average extent of carious lesions 
was 24 + for the cotton rats fed the purified 
ration and 54 for those fed the oatmeal 
basal diet. This was a striking observation 
in view of the fact that the oatmeal basal diet 
contained only 30 per cent sugars (18 per cent 
sucrose and 12 per cent lactose). 
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In the second experiment the oatmeal in the 
oatmeal basal diet was replaced entirely by 
whole corn or corn flakes, whole wheat or 
wheat flakes, and whole oats. Each of these 
materials was finely ground in order that 
there would be no effect of particle size on the 
caries incidence. It was found that in each 
case the whole grains were about 50 per cent 
less cariogenic than the comparable processed 
cereal product. 


In the third experiment, various manipula- 
tions were made to change the ratio of alkaline 
and acid elements in the ash content of the 
diet. The basal ration in this case consisted, 
in per cent, of: casein, 17; cellu-flour, 5; floured 
dextrin, 53; sucrose, 18; salts IV, 2; and corn 
oil, 5. Various cereals were used in place of 
the dextrin in the basal diet. Floured potato 
was used as an alkaline ash food. Wheat flour, 
rice flour and finely ground oatmeal were used 
as representative of acidic ash foods. The 
character of the potato flour was altered by 
the addition of sufficient 1 Normal hydro- 
chloric acid to provide an excess of 0.1 equiva- 
lent of acid and per 100 g. of cereal. The 
acidic ash of the rice and oatmeal was altered 
by the addition of sufficient 1 Normal sodium 
hydroxide to provide an excess of the same 
amount of base. These materials were then 
dried and reground to the same particle size 
as the original samples. When the floured 
potato was compared with the floured potato 
with added acid in place of dextrin, neither 
altered the incidence or the extent of carious 
lesions. Likewise, when oatmeal or catmeal 
plus base, wheat flour, floured rice, or floured 
rice plus base were used in full replacement 
of dextrin, none of them significantly altered 
the incidence or the extent of carious lesions. 
Thus altering the ash characteristics of the 
diet by the use of these food-stuffs instead of 
dextrin did not alter the cariogenicity of the 
ration, nor did the addition of acid or base 
to the cereals alter their cariogenicity. 


The high caries-producing properties of 
these low-sugar cereal diets are particularly 
interesting. Obviously, there are other factors 
besides the sugar content of the ration which 
contribute to the caries-producing properties. 
The fact that sugar in naturally occurring 
syrups had the same caries-producing proper- 
ties as the same percentage of refined sugars 
is an answer to the often quoted statements 
that sugars in their natural state are not 
cariogenic. Another interesting point is the 
higher caries-producing properties of processed 
cereals than the raw grains. It would be valu- 
able to know what the change has been which 
resulted in this alteration. Perhaps the hulls 
of whole grains may carry something which 
may help protect against dental caries. 
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News and Notes 


Post-Graduate Courses— 
Prosthetic Dentistry 


DR. EARL POUND (U.S.A.) 


The Australian Dental Association (New 
South Wales Branch) has arranged three 
Post-Graduate Courses in Prosthetics by Dr. 
Earl Pound, of the United States of America, 
during June, 1953. 


The title of Dr. Pound’s Course, “THE 
ESTHETIC DENTURE AND ITS SIMPLIFIED CON- 
STRUCTION,” included such matters as_ the 
evaluation of ridges, vertical dimension, 
arrangement of teeth, finger-formed wax-up, 
flasking to eliminate polishing, tinting of den- 
tures, cold and hot cure processing. 
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Post-Graduate Committee in 
Dental Science, 


University of Sydney 
PUBLIC HEALTH DENTISTRY 


The Post-Graduate Committee in Dental 
Science, University of Sydney, has announced 
that, following numerous requests, a course 
in Public Health Dentistry has been planned 
in three sections. 

Due to the many problems involved, it was 
considered that the best interests of the pro- 
fession would be served by allowing persons 
to take either the whole course or single sec- 
tions. 

Thé whole course would involve three weeks 
series of lectures delivered by specialists in 
the appropriate fields and would cover morn- 
ing sessions from 9 a.m. to 1 p.m. The fee 
for the whole course would be forty guineas 
and for the separate courses, fifteen guineas. 


The proposed course is listed hereunder— 


COURSE (A) (Public Health Dentistry) 
would be designed to cover the subject matter 
as foliows:— 
‘i. Review of existing Public Dental 
Health Services. 
ii. Methods of dental surveys. 
iii. Evaluation of dental surveys. 
iv. Dental programmes designed for 
specific purposes and age 
groups. 
v. Evaluation of dental pro- 
grammes. 
vi. Dental Health Education. 
vii. Inspection of dental clinics in 
operation. 
viii. Inspection of child = study 
groups. 


COURSE (B) (Statistics). Short course of 
lectures with suitable tutorial classes dealing 
with problems of :— 


Methods, analyses, sampling of materials, 
planning of experiments, determination of 
significance and co-relation and variability. 


COURSE (C) (Maternal and Child Health). 


i. Maternal and child care. 

ii. Growth and development. 

iii. Nutrition in infancy and child- 
hood. 

iv. Nutrition with special reference 
to dental health. 

v. Child management 


Course (A) would be delivered first and at 
a later date followed by (B) and subsequently 
(C). In this way an applicant interested in 
Statistics alone could attend without the ne- 
cessity of taking other material. 
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preventive dental measure, the threat of the 
introduction of some form of sub-standard 
dentistry, or the dilution of the dental pro- 
fession. 

It is now realised that co-operation on an 
international level may aid individual Dental 
Societies to deal with urgent problems which 
may formerly have been regarded as rather 
provincial in nature requiring local solution. 

The Federation Dentaire Internationale 
was formed in 1900 with the basic object of 
providing international dental congresses 
from time to time. From thet circumscribed 
objective, during the last fifty years it has 
expanded its aims to that of “the attainments 
by all peoples of the highest possible level of 
dental health in its relation to the individual 
as a whole.” 

At present, eighteen national dental associa- 
tions enjoy membership of the Federation. 
The Australian Dental Association has signi- 
fied its desire and willingness to co-operate 
with other national associations by accepting 
that form of membership which its numerical 
strength and geographical position dictate, 
that of “Corresponding Member”. Such sup- 
port adds weight to the only authoritative 
voice of the dental profession with the World 
Health Organisation, the official instrument 
of the United Nations dedicated to the im- 
provement of the health of all peoples of the 
world. 

Apart from conducting quinquennial inter- 
national dental congresses, the Federation has 
the following specific functions; to aid the de- 
velopment of strong national dental societies 
in all countries throughout the world; to en- 
courage closer relations and the exchange of 
information between the national dental socie- 
ties; to publish the International Dental Journ- 
al; to study and report on dental problems of 
international interest; to co-operate with other 
international organisations in the fields of 
science and health; to recognise by appropri- 
ate awards and prizes, contributions to the 
advancement of dentistry; to stimulate the 
establishment of documentary centres for the 
collections of dental literature. 

To carry out this objective, the programme 
of the Federation is conducted by the perman- 
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ent staff of the Secretary-General; by the work 
of commissions appointed to study a specific 
phase of dental affairs; through the reports 
presented at the annual business session and 
through the elaborate scientific programme 
presented at the International Dental Con- 
gresses. At the present time, the Federation 
has standing commissions in the field of dental 
education, dental military services, oral 
hygiene or dental health, dental science and 
research and public dental services. 

The Federation is supported by capitation 
fees from members (national associations) and 
from annual subscriptions from “supporting 
members” who are individual dentists belong- 
ing to national associations who desire to sup- 
port the aims and objects of this body by their 
annual subscription (twenty-five shillings in 
Australia). In return individual members not 
only have the knowledge that they are aiding 
a worthy organisation but in addition have 
their names published annually in the Jnter- 
national Dental Journal, receive periodical 
newsletters of general information on F.D.I. 
matters; receive ¢oncession in fees at Annual 
meetings and at International Congresses and 
the International Dental Journal and receive a 
membership card annually. 

As the extent to which the Federation can 
make its weight felt in the councils of the 
world is directly proportional to the assist- 
ance which it receives from national associa- 
tions and individual dentists, it behoves those 
members of the profession who have an inter- 
est in the dental health of the community and 
the welfare of the dental profession, to lend 
their help by becoming supporting members of 
the Federation. Your State Branch Secretary 
will provide the necessary application form on 
request, or if preferred application may be 
made direct to the National Treasurer for the 
Federation Dentaire Internationale in Austra- 
lia. 

Lend your support to those who have altru- 
istically dedicated their lives to the improve- 
ment of the dental health of all peoples of the 
world.—A.G.R. 


Note: The National Treasurer is Dr. A. Gordon Rowell, 
Australian Dental Association, 135-137 Macquarie St., 
N.8.W. 
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In view of the breadth of the subject matter 
encompassed in these Courses, it would be 
essential that they would be on an introduc- 
tory basis designed specifically for dental pur- 
poses with appropriate integration at the 
requisite level where the subject matter in- 
dicates. 


Members of the profession wishing to 
undertake a course of study as outlined should 
write to the Secretary, Post-Graduate Com- 
mittee in Dental Science, C/o. United Dental 
Hospital, Chalmers Street, Sydney. 


Institute of Dental Surgery 
(University of London) 


A full-time post-graduate course of approx. 
six months’ duration will commence on 29th 
June, 1953. This course is suitable for candi- 
dates preparing for the Final F.D.S. Examina- 
tion. Full details of the Regulations for this 
Examination were published in the last issue 
of this Journal. 


A limited number of appointments as Clini- 
cal Assistants for a six months’ period will 
be available at a salary of approx. £500 per 
annum. Candidates appointed will also be 
permitted to attend the above course. Applica- 
tion forms may be obtained frm the Dean, 
Institute of Dental Surgery (University of 
London), Eastman Dental Hospital, Gray’s 
Inn Road, London, W.C. 1, England. 


Academy for Oral Rehabilitation 
of Handicapped Persons 


Announcement is made of the formation of 
the above-named Academy in the United States 
of America. The first meeting of the Academy 
will be held in conjunction with the annual 
meeting of the American Dental Association 
in Cleveland during the fall of 1953. 


The purposes of the Academy are to pro- 
mote and maintain high standards of dental 
care and treatment of the physically and ment- 
ally handicapped persons; to encourage and 
assist dental practitioners to prepare and 
qualify themselves to treat physically and 
mentally handicapped persons; to promote re- 
search in all branches of dental care and 
treatment of the physically and mentally 
handicapped persons and to publish the re- 
sults thereof. 


Information further to the Academy may 
be obtained from Dr. Manuel N. Album, 1930 
Chestnut Street, Philadelphia 3, Pa. 
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Obituary 


J.J. D. KING, Ph.D., D.Sc., F.D.S. 

The untimely death on November 22 of Dr. 
J. J. D. King at the age of 46 is a great loss 
to dental science. Not only was he a fine in- 
vestigator, with most of the rare character- 
istics which ensure continuous discovery, but 
what made his death more tragic was that 
he was one of a very small band of workers 
in this field. Indeed, as a qualified dentist 
wholly devoted to research he held a position 
that was almost unique in England. 

In 1932, after qualifying in dentistry and 
practising for a few years, he approached 
Lady (then Mrs.) Mellanby with the object 
of entering dental research becuase of his dis- 
satisfaction with practice. He persisted in 
this desire in spite of all the difficulties which 
were impressed upon him. He had had but 
little special scientific training except for the 
six months course in bacteriology under Pro- 
fessor Tulloch at St. Andrews University as 
part of the course for the diploma in public 
dentistry. Lady Mellanby ultimately agreed 
to train him, and with a grant from the Med- 
ical Research Council he joined the staff of 
the Sheffield University Field Laboratory. 
The fact that he was a nephew of the eminent 
physiologist, the late Sir William Hardy, seem- 
ed to be a promising augury which was later 
fully justified. 

He soon showed himself to be an assiduous 
and competent worker and, after collaborating 
closely with Lady Mellanby for a few years, 
he began to launch out on his own and soon 
became a successful and independent investi- 
gator. He was awarded the Ph.D. degree by 
Sheffield University in 1936 and a Beit Me- 
morial Fellowship in 1939. Ten years later 
he was elected Fellow of Dental Surgery by 
the Royal College of Surgeons, and in 1950 
he obtained the D.Sc. of London University. 
On the outbreak of war King joined the Army 
Dental Corps and was given facilities to in- 
vestigate trench mouth. Later he was second- 
ed to the Medical Research Council for further 
experimental work in gingival desease. This 
work was done in the Nutrition Building at 
Mill Hill, where the work of the Mellanbys 
had been transferred. It was this experience 
in the Army which directed his attention to 
paradontal disease and kept him very busy to 
the time of his death. 


(Reprinted from the British Medical Journal, Decem- 
ber, 1952.) 


Tuft’s College Dental School 


Three post-graduate courses in Occluso- 
Rehabilitation have been arranged at the Tufts 
College Dental School, Boston, Mass., for the 
latter part of this year. These courses will be 
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given by Dr. L. A. Cohn. The first course, in 
September, will be concerned with the prin- 
ciples governing the theory and practice of 
Occluso - Rehabilitation; the second, for 7 
months from October 9, will be a participation 
course in which each student will complete 
treatment for a patient who requires all phases 
of Occluso-Rehabilitation; the third course 
will be a graduate course leading to the M.S. 
or M.S.D. degree and will be a full-time 18 
months course: the curriculum is_ divided 
between the basic and applied sciences and 
clinical training Occluso-Rehabilitation. 

Further information may be obtained from 
the Director of Graduate and Post-graduate 
Studies, Tufts College Dental School, 136 
Harrison Avenue, Boston 11, Mass. 


8th All India Dental Conference, 
Lucknow, 1953 


The 8th All India Dental Conference was 
held at Lucknow from 15th to 18th February, 
1953. The Conference was inaugurated by Sri 
K. M. Munshi, Governor of Uttar Pradesh, 
and at the opening proceedings the President 
of the All India Dental Association, Dr. S. P. 
Kapadia, addressed the members. 

At the Conference the incoming President 
of the Association, Dr. M. K. Patel, was in- 
stalled. 


Hispano-American Congress of 


Odontology 


The first Hispano-American Congress of 
Odontology and the XVII National Congress 
under the patronage of the Institute of 
Spanish Culture was held in Seville from 1st to 
7th May, 1953. The sections of the Congress 
included one on Dental Caries, others on Perio- 
dontia, Complete Prosthesis, and Social Assist- 
ance. 


American Academy of Dental 
Medicine 


The 7th Annual Meeting of the American 
Academy of Dental Medicine will be held at 
Washington, D.C., on 26th, 27th and 28th 
June, 1953, at which meeting the theme is to 
be “Nutrition”. Full details may be obtained 
from Dr. William M. Greenhut, 124 East 84th 
Street, New York 28, N.Y. 


Missing Journals Wanted 


The following issues of periodicals are 
required to complete the files of the library 
at the Dental Hospital, Sydney :— 
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Journal of the American Dental Association: 


1921 Vol. 8 March, April, May, June. 
1926 Vol. 13 July. 
1986 Vol. 23 August, September. 
Journal of Periodontology: 
1930 Vol. 1 Complete. 
19382 Vol. 3 January and any supple- 
ments. 
1933 Vol. 4 Complete. 
1941 Vol. 12 January and supplements 
if any. 
1944 Vol. 15 January. 
Oral Surgery: 
1943-44 Vols. 1 and 2. 


British Dental Journal: 
1947 Vol. 82 Index. 
1948 Vol. 84 Index. 
Australian Journal of Dentistry: 
1897-1923 Vols. 1-27. 


1932 Vol. 36 Index. 
Journal of Dental Education: 
1944-5 Vol. 9 Nos. 2, 3, 4 (December, 


February and April). 


Journals Required 


Copies of the January-February, 1953, issue 
of The Dental Journal of Australia have run 
short, due to the printing of an insufficient 
number of copies. It would be appreciated if 
any member who no longer requires this issue 
would forward his copy to the office of the 
Association as soon as possible. 


Western Suburbs Dental Group 


The Annual Sports Day of the Western 
Suburbs Dental Group was held at Concord on 
14th May. The results of the competition 
were as follows: 

Golf: 

Cup: E. Ryan, 2 up. 

Runner-up: I. Steele, square. 

A. Grade: E. Bastian, 1 down. 

B. Grade: L. Kluver, 2 down. 

1st Nine: R. McCrossin, 1 up. 

2nd Nine: F. Holt, 1 up. 

Sealed Nine: A. French, 1 up. 

Pitch and Putt: E. Robinson. 

Long Drive: S. M. Hicks. 

4-Ball Winners: E. Ryan and G. Marles, 
7 up. 

Runners-up: N. Locke and I. Steele, 5 up. 
Bowls: 

Winners: R. Reid, A. French, N. Taylor, 
J. Gibbs. 

Runners-up: V. Slocombe, 
A. S. Fox, L. Burgess. 


R. Chapple, 
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Association Activities 


Australian Dental Association 
FEDERAL NEWSLETTER No. 9. 


The Federal Executive has met on two oc- 
casions since the circulation of Newsletter No. 
8. These meetings took place on 31st January 
and ist April, 1953. 

Pertinent matters dealt with by the Execu- 
tive are as follows: 


Annual Meeting of the Federal Council. 


Wednesday, 3rd June, has been set down as 
the date of the Annual Meting of the Federal 
Council for 1953. This meeting in accordance 
with the Constitution takes place during the 
13th Australian Dental Congress to be held in 
Brisbane during that week. A comprehensive 
discussion on current activities and problems 
of the Association is expected at the meeting. 


Repatriation Dental Treatment. 


A conference between the Association’s re- 
presentatives and the Officers of the Repatria- 
tion Commission on 26th February last 
achieved finality in the matter of the Schedule 
of Treatment and Fees for Repatriation 
Dental Treatment. The Repatriation Commis- 
sion conveyed this finality and Treasury ap- 
proval of the Schedule of Fees by letters of 
26th and 30th March, 1953. This correspond- 
ence expressed the Commission’s appreciation 
of the ready co-operation of the representa- 
tives of this Association throughout these ex- 
tended negotiations. 

General information as to the administra- 
tive background of the Scheme has been for- 
worded to all State Branches but this, of 
course, is necessarily incomplete and will be 
further developed as the new Scheme comes 
into operation. 

It is anticipated that in the near future 
advertisements will appear in the various 
Dental Journals and press calling for applica- 
tions from private practitioners for appoint- 
ment as Local Repatriation Dental Officers in 
the particular areas of their practice. Upon 
appointment within their respective areas, 
these private practitioners will undertake Re- 
patriation dental treatment in accord with the 
approved Schedule of Treatment and Fees. 


Federation Dentaire Internationale. 


Consequent upon the decision of the Annual 
Meeting of the Federal Council in October, 
1952, the Association has become a Corres- 
ponding Member of the Federation Dentaire 
Internationale. 
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At the request of the Federation, Dr. A. G. 
Rowell, Honorary Treasurer of the Association, 
has been nominated and appointed as National 
Treasurer in Australia for the Federation 
Dentaire Internationale. 

The Federation is anxious to. obtain 
throughout the world as many Supporting 
Members as possible and the Association has 
contacted State Branches, requesting them 
to encourage their members to give considera- 
tion to this proposition. Full information has 
been forwarded to Secretaries of State 
Branches. 

- Members of national associations affiliated 
with the Federation are eligible for such 
membership. 


Import Restrictions. 


The machinery developed by the Association 
to deal with import restrictions of a dental 
nature has functioned satisfactorily and it is 
felt that the profession has benefited materially 
from the Association’s activity in this regard. 


National Health and Medical Research Council. 


At the 34th Session of the National Health 
and Medical Research Council held in Novem- 
ber, 1952, the Dental Research Advisory Com- 
mittee was reconstituted. 

It is understood that further consideration 
will also be given to the question of fluorida- 
tion of drinking waters during the 35th Ses- 
sion of the Council to be held this month. 

The Association is represented on the Coun- 
cil by Professor A. J. Arnott. 


Proposed Amendments to Dental Legislation. 


The Federal Executive has given much con- 
sideration to reports from various State 
Branches concerning proposed amendments to 
State dental legislation to allow dental tech- 
nicians direct contractual relationship with the 
public in the supply of artificial dentures. 

A close liaison has been developed with those 
State Branches facing this problem and every 
assistance afforded them. 


STANDARDS. 


Commonwealth Bureau of Dental Standards. 


It is gratifying to report that the Minister 
for Health, The Rt. Hon. Sir Earle Page, has 
obtained the authority of Cabinet to classify 
the Commonwealth Bureau of Dental Stand- 
ards as a permanent unit of the Department of 
Health. It is felt that this change of status 
from a temporary to a permanent organisa- 
tion of the Department presents important ad- 
vantages to the Bureau and its staff. 
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Conference of State Branch Secretaries. 


The Federal Executive has decided to insti- 
tute a Conference of State Branch Secretaries. 
The initial Conference will be held in Brisbane 
during the 13th Australian Dental Congress. 

It is felt that such a conference will materi- 
ally assist in dealing with administrative 
problems occurring in State Branch offices and 
the Federal Office. 


13th Australian Dental Congress. 


As this Newsletter is being circulated, final 
arrangements are being made for the 138th 
Australian Dental Congress in Brisbane, 1st 
to 5th June, 1953. 

I wish to convey the best wishes of myself 
and the Federal Officers for a successful Con- 
gress. 

The Congress Commission has worked un- 
ceasingly to provide for members an outstand- 
ing clinical and social programme. 

J. V. Hall Best, 
Federal President. 


20th May, 1953. 


Australian Dental Association 
(New South Wales Branch) 


GENERAL MEETINGS. 


The Ordinary General Meeting of the As- 
sociation held on Tuesday, 24th March, 1953, 
was addressed by the President, Mr. N. E. 
Edney, on Current Association Affairs. Mr. 
Edney reviewed for the benefit of members the 
Association’s activities in regard to proposals 
made to the New South Wales legislature by 
dental technicians that they be allowed direct 
contractual relationships with the public in 
the supply of artificial dentures. The meeting 
also elected Sir Harry Moxham as an Honor- 
ary Member of the Association for the year 
1953. 

On 28th April the Ordinary General Meet- 
ing of the Association was addressed by Dr. E. 
R. Magnus, his subject being “Some Observa- 
tions on Dento-Legal Problems.” 


EXECUTIVE REPORT. 
Fact-Finding Committee. 

The Fact-Finding Committee set up by the 
Minister for Health to investigate proposals 
that dental legislation be amended to permit 
dental technicians direct contractual relation- 
ships with the public has had two further 
meetings, on 23rd April and 13th May, 1953. 

Submissions made to the Minister by the 
dental technicians have been considered by the 
Committee. 
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The Association has presented lengthy sub- 
missions on the matter being dealt with by the 
Committee, together with a series of comments 
on the submissions made by the dental tech- 
nicians. 

Considerable material concerning practice 
costs has also been submitted to the Committee. 


It is anticipated that the Committee will 
complete its sittings in the near future, when 
further information will be conveyed to mem- 
bers of the Association. 


Annual Meeting of the Federal Council. 


In accord with the Federal Constitution, the 
Annual Meeting of the Federal Council of the 
Australian Dental Association will be held at 
the same time as the 13th Australian Dental 
Congress. The meeting has been set down for 
Wednesday, 3rd June, when many problems of 
national import will be discussed. 

The New South Wales State Branch has ap- 
pointed as its delegates to this meeting Mr. 
W. A. Grainger, Honorary Treasurer, and 
Brigadier H. McD. Finnie. 


Post-Graduate Courses. 


The Post-Graduate Courses Committee of 
the Association has been active in arranging 
post-graduate courses by Dr. Earl Pound, an 
outstanding prosthetist from the United States 
of America, who is visiting Australia for the 
13th Australian Dental Congress. 

Dr. Pound will give two courses during the 
week beginning 22nd June. 

The Post-Graduate Courses Committee is to 
be congratulated upon the successful com- 
pletion of an excellent technical film entitled 
“Precision Inlays by Hydrocolloid Technique.” 


New Member of Executive. 


The Executive accepted with regret the re- 
signation of Mr. N. D. Martin and has pro- 
ceeded, in accordance with Article 26 of the 
Articles of Association, to fill the ~ casual 
vacancy occasioned by this resignation by the 
appointment of Dr. Phillip Green. 


Conjoint Meeting of Executive and Delegates 
from Divisions. 


This annual meeting has been set down for 
6th July, 1953. A suitable agenda is being 
prepared to enable the discussion by the repre- 
sentatives of country members of current As- 
sociation activities and problems. 


Industrial Matters. 


The Association has proceeded with an ap- 
plication for a new Dental Technicians (State) 


Award. 


P 


The first meeting of the Dental Technicians 
(State) Conciliation Committee to consider 
this application has taken place and a confer- 
ence of the parties to the Award has been ar- 
ranged in order to establish those clauses in 
the Award on which agreement can be reached. 
Those clauses on which agreement cannot be 
reached by this conference will be subsequently 
dealt with by the Conciliation Committee 
under the chairmanship of the Conciliation 
Commissioner. 


Holiday Emergency Service. 

The holiday emergency service usually ar- 
ranged by the Association for the Christmas- 
New Year holiday period was extended this 
year to cover the Easter holiday period and, 
with the co-operation of members, the general 
public materially benefited from this service. 


Hardwick Memorial Library. 


The following books have recently been pur- 
chased for the Hardwick Memorial Library: 


Sicher, Oral Anatomy (2nd edition) 
Archer, Manual of Oral Surgery. 


The Library Committee has undertaken a 
review of the A. W. Cleary Memorial Package 
Library and its scope should be greatly ex- 
tended following completion of their investi- 
gation in this direction. 


MEMBERSHIP. 
New members. 


Barnard, Hal Louis Joseph, B.D.S.; Baskey, 
Gerald, B.D.S.; Beavis, Richard Ramsay, 
B.D.S.; Bender, Peter Whitefield, B.D.S.; 
Bennett, John, B.D.S.; Brodie, Malcolm 
Sydney, B.D.S.; Buchman, Mieczyslaw, B.D.S.; 
Calov, Robert, B.D.S.; Chapman, Arthur 
Robert, B.D.S; Cooper, Stanley John Ashley, 
B.D.S.; Douglas, Kenneth Stuart, B.D.S.; 
Dunningham, Stephen John, B.D.S.; Eslake, 
Edward John, B.D.S.; Furey, Peter Michael, 
B.D.S.; Hall, Henry Stanley, B.D.S.; Hession, 
Reginald William, B.D.S.; Judge, James 
Victor, B.D.S.; Latham, Peter, B.D.S.; Lati- 
mer, William John, B.D.S; Lumley, Alan Max, 


B.D.S.; McGloin, John Brendan, B.D:S.; 
McKenzie, Roslyn Dorothy, B.D.S.; Mayne, 
John Ross, B.D.S.; Mott, Graham Edward, 


B.D.S.; Nairn, Allister Robert, B.D.S.; Nash, 
Robert Peel, B.D.S.; O’Neill, Bernard Hugh, 
B.D.Sc; Pearce, Graham Raymond, B.D.S.; 
Phillips, Robert Edward, B.D.S.; Pogson, 
Kenneth Erle, B.D.S.; Purtell, Yvonne Dawn, 
B.D.S.; Savage, Charles Menzies, B.D.S.; 
Schneider, Albertina, B.D.S.; See, John Henry, 
B.D.S.; Traynor, Keith Ernest, B.D.S.; Wat- 
son, Francis Xavier, D.D.S., B.D.Sc.; Weir, 


The Dental Journal of Australia 


Keith Mervyn, B.D.S.; Whitehouse, Cedric 
Lyle, B.D.S.; Windle, Paul Fairbrother, 
B.D.S. 


Leave of absence. 


Hodgkinson, J. A. T. 


Modified leave of absence. 
Denney, J. K. 


Resumpton of membership. 
rinn, 


Student Associates. 


Bakewell, William John; Barnard, Peter 
Deane; Barr, Edward Anthony; Blunt, Earle 
Alexander Ritchie; Cooper, Carl; Davis, Nor- 
man Brian; Duckworth, John Arthur; Gard- 
ner, Kevin Anthony; Green, Leslie; Kempnich, 
Peter John; Kirkwood, John; Mercieca, Frank; 
Mills, Gerald H.; Mills, Warren Malcolm; 
Murray, Phillip Gerald; Pringle, Jack A.; 
Rasmussen, John Philip; Sams, Donald Stew- 
art; Scibberas, Frank Joseph; Sheedy, John 
Joseph; Walton, Brian Thomas; Weedon, 
Arthur Francis; Wilson, Robert Bruce; Yates, 
Noel Thomas. 


Divisional Activities 


SOUTHERN DIVISION. 


Some thirty members of the Southern Divi- 
sion assembled at Tumut on Saturday, 14th 
and Sunday, 15th March for the half-yearly 
meeting, which was held at the C.W.A. rooms. 


The President of the New South Wales 
Branch, Mr. N. E. Edney, and the Secretary, 
Mr. E. F. Hewlett, addressed members on mat- 
ters currently under review by the State 
Executive. 


After a buffet iuncheon, Dr. K. T. Adamson 
of Melbourne gave a lecture on “Some Ortho- 
dontic Procedures of everyday use to the Gen- 
eral Practitioner,” which he illustrated with 
slides and followed with a table clinic on his 
subject. 


Dr. Russell Shannon of Melbourne, Chair- 
man of the Victorian Branch Dental Health 
and Education Committee, read a _ paper, 
“Putting Prevention Across”, and illustrated 
his lecture with models, posters and photo- 
graphs. 


A Dinner at the Commercial Hotel was 
attended by the visitors from Sydney and Mel- 
bourne and the members of the Division. 

The Annual General Meeting of the Divi- 
sion will be held at Tumut in October. 


‘ 
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New Books and Publications 


NEw TEETH For OLD, by Victor H. Sears, St. 
Louis, 1952, ed. 2, C. V. Mosby Co. (110 


pp., illus.). Price 31s. 6d. Our copy by 
courtesy of W. Ramsay (Surg.) Pty. 
Ltd. 


The fact that the author has deemed it of 
sufficient importance to produce a publication 
especially designed for the enlightenment of 
denture wearers must once again emphasise 
the often forgotten fact that the mere con- 
struction and insertion of dentures is not the 
end-all of clinical procedure in the field of 
prosthetic dentistry. 

Whether or not the patient receives any 
instruction on the correct handling of dentures 
or is placed in the most receptive and co- 
operative state for the clinica’ stages has de- 
pended solely on the enthusiasm of the dentist 
as a result of his own experience of the prob- 
lems and fears likely to beset the patient. 


The counsel and advice so proffered is 
frequently confused with technical jargon and 
restricted either by precious operative tissue 
available or concentration on the immediate 
problem involved. 


This text is written in simple language to 
be easily understood by all ages. Complicated 
reasoning is avoided with sufficient informa- 
tion, however, on the technical stages of 
denture construction to elicit maximum co- 
operation. 


The limitations of dentures are fairly stated 
and the instructions for providing greatest 
wearing comfort should be of great benefit. 


One might not be in complete agreement 
but yet fully appreciate the author’s approach 
in advising mechanical, restorative and dietary 
care as a means of optimum health in an effort 
to forestall the loss of the dental structures. 


If any criticism at all is to be levelled it 
might be that direct information on the con- 
struction of partial dentures and their import- 
ance in maintaining the remaining teeth has 
been omitted. The specific care of abutment 
teeth, the periodontal tissues and the retain- 
ing units would greatly lessen the volume of 
ultimate denture problem patients. 


This small volume should be a welcome 
addition to waiting room literature and a 
means of saving considerable chairside advice 
and argument. 


—C. H. Graham. 
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A MANUAL OF DENTAL ANAESTHESIA, by W. 
H. Archer, Philadelphia, 1952. C. V. 
Mosby Co. (192 pp., 146 illus.). Price 
£2/12/3. Our copy by courtesy of W. Ram- 
say (Surg.) Pty. Ltd. 

The manual deals with Local and General 
Anaesthesia in the practice of Dentistry. It 
consists of 184 pages, plus an index. 

A section dealing with the History of 
Anaesthesia is of considerable interest and 
nicely illustrated. 

The section dealing with Local Anaesthesia 
embraces local anaesthetic solutions and 
the techniques for various injections includ- 
ing nerve block anaesthesia. This section is 
complete with abundant illustrations which 
provide a clear description of the text. 

A chapter related to post injection com- 
plications completes the section of the manual 
devoted to Local Anaesthesia. 

The section on General Anaesthesia pro- 
vides some interesting reading but does not 
measure up to the standard established in the 
previous section on Local Anaesthesia. 

This manual of anaesthesia can be recom- 
mended to the dental practitioner as a public- 
ation of considerable merit, particularly the 
section dealing with Local Anaesthesia. 

—A. J. Arnott. 


A MANUAL OF ORAL SuRGERY, by W. H. Archer, 
Philadelphia, 1952. C. V. Mosby Co. (626 
pp., 1036 illus.). Price £7/2/6. Our copy 
by courtesy W. Ramsay (Surg.) Pty. Ltd. 

The book consists of 626 pages with an 
index. The manual is very well: illustrated 
and the radiographic findings are clearly 
displayed throughout. 

The book is recommended for distinct refer- 
ence value to the dental student and the dental 


surgeon. 
—A. J. Arnott. 


ACCEPTED DENTAL REMEDIES 1953, American 
Dental Association, Council on Dental 
Therapeutics, Chicago, American Dental 
Association, 1952. Our copy by courtesy 
of the publishers. 

The 18th edition of this useful manual was 
published in January, 1953, and contains a wide 
range of up-to-date therapeutic information. 

This manual is written specifically for cir- 
culation in the United States of America and 
contains reference to many drugs (under 
varying nomenclature), not obtainable in this 
country and indicates the need for an Austra- 
lian Dental Pharmacopoeia. 

The use of the metric system to express 
quantities has overcome the usual objection of 
the differences in the measures used in United 
States and British formulae. 

—N. D. Martin. 
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A Stupy oF DENTURE SORE MoutTH, by Gote 
Nyquist. Supplement 9, Vol. 10, Acta 
Odontologica Scandinavia. Our copy by 
courtesy of the editor. 


An investigation of the cause of chronic 
inflammatory changes of the oral mucosa 
beneath artifical dentures. This work shows 
trauma to be the predominant cause of the 
condition which is more likely to occur in pro- 


Information from the Dental Board 


The following matters are reported from 
meetings of the Dental Board of New South 
Wales in February, March and April, 1953. 


APPLICATIONS FOR REGISTRATION. 


Barnard, Hal Louis Joseph, B.D.S., Univer- 
sity of Sydney, 1953. 

Dunworth, Paul E., B.D.S., University of 
Sydney, 1953. 

Humphries, Mervyn Osborne, B.D.Sc., Uni- 
versity of Queensland, 1953. 

O’Connell, William Francis, 
versity of Sydney, 1952. 

Walsh, William James, B.D.S. University of 
Sydney, 1950. 


B.D.S., Uni- 


RESTORATIONS TO REGISTER. 


Backus, G. J. H.; Phillips, E. A.; Wood, 
W. P. 


Classified Advertisements 


ASSISTANTSHIP OR PRACTICE REQUIRED. 


B.D.S., 10 years’ experience, requires assistantship, 
partnership or practice in city, north shore, northern 
or western suburbs. Reply L. A. Booth, 15 Handley 
Avenue, Thornleigh. 


FOR SALE. 

Philips 11004 Shockproof Dental X-ray Unit with 
amplifier and control extra which builds up to 70/80 
K.V. Appliance and tube in perfect order. Replace- 
ments freely available. "Phone BU 1577. 


PRACTICES FOR SALE. 


practice for sale wealthy Victorian western 
No opposition. Average cash takings, 
two surgeries. Rent, £4 
Terms £1500 
Modern 


Dental 
district town. 
£4600. Modern equipment, 
week, three years’ lease. Price £3500. 
down, balance three years, 5 per cent. interest. 
house for sale also if required. Reference No. 1024. 

Dental practices, thirty for sale. Victorian, city, 
suburban, country, Tasmania and Western Australia. 
Prices from £1000 to £3500. 

Dentists, Assistants, required for Victorian suburban 


and country practices, good wages offering. 
For further particulars apply— 
BOSCH NAYLOR PTY. LTD., 
53A RUSSELL STREET, 
MELBOURNE. 
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portion to the severity of instability trauma- 
tising centric occlusion and traumatising 
articulation. It is also shown that in a much 
lesser degree it is possible for this condition to 
arise from allergic reactions to denture base 
materials. 

This study has been carefully planned and 
submitted to a detailed statistical analysis. 


C. H. Graham. 


ADDITIONAL QUALIFICATIONS AND DESCRIPTIONS. 


Dreelin, Peter, D.D.S. (Northwestern) ; 
Hill, John Stephen, M.D.S. (University of 
Sydney) 1953; Hutchinson, Gordon Thomas, 
F.D.S.R.C.S. (Eng.) 1953; Walsh, William 
James, F.D.S.R.C.S. (Eng.) 1953. 


LOAN TO STUDENT. 
A dental Joan of £200 to assist a student 
was approved. 


REGULATION 28 EXAMINATION. 


It was decided to arrange an examination 
in May to cater for one candidate who has ex- 
pressed his intention of sitting. 


APPOINTMENT OF DR. OVEREND. 


At the February meeting, Dr. B. R. Overend, 
who had been appointed as a member of the 
Board in place of Dr. H. G. Wallace, was 
welcomed to the Board. 


CHRISTCHURCH HOSPITAL, CHRISTCHURCH, 
NEW ZEALAND. 
FIRST ASSISTANT DENTAL SURGEON. 


Applications, addressed to the Secretary, North Can- 
terbury Hospital Board, Christchurch, New Zealand, 
will be received up to 9 a.m. on Monday, 20th July, 
1953, for the position of FIRST ASSISTANT DENTAL 
SURGEON, Christchurch Hospital. Applicants must 
possess not less than ten years’ experience in the prac- 
tice of dentistry. Conditions of appointment and schedule 
of duties obtainable on request. 

Commencing salary £1349 per annum rising to £1540 
per annum by annual increments of £50 (New Zealand 
currency). Accommodation is not provided. 

Applications should be forwarded by air mail, should 
state age, sex, qualifications, positions heid, etc., and 
should be supported by copies of recent testimonials. 


GOOD OPPORTUNITY FOR DENTIST. 


Laurieton, Nth. Coast. Growing area, on famous fish- 
ing grounds. Fibro. cott., v.p., corner site. All el., fully 
furn., 3 b. rms., lIge. kit., bthrm., Idry., gar., new linos., 
mod. plumbing. £3,950, terms. S. Rickard. 


TO LET. 


Rooms suitable for a dental practice. Situated on 
main street. Excellent position. Ring FX 2534. (In 
last issue of Journal, "phone no. was incorrectly shown 
as FX 2535. Apologies for this mistake.) 
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Use in Dentistry 


OXYCEL designates oxidized cellulose prepared 
from various materials, such as gauze or cotton 
by a special process of oxidation which converts 
unoxidized cellulose into polyanhydroglucuronic 
acid—an absorbable haemostatic chemical. 


OXYCEL, supplied as individual, sterile strips, 
effects prompt haemostasis when applied to 
oozing surfaces, and when left in contact with 
incised tissues is readily absorbed. When wet 
with blood it becomes slightly sticky and swells, 
forming a dark-brown, gelatinous mass. As soon 
as this discolouration occurs, bleeding usually 


ceases. 


OXYCEL is supplied in glass vials each contain- 
ing 1 sterile strip 5 ins. x } in. 4 ply. 


FURTHER PARTICULARS ON REQUEST 


SYDNEY 


G.P.O. BOX 4198 


Say you saw it in “The Dental Journal of Australia’ 


ety. 
xvul 


40,000 American dentists endorse 
Flexi-bristled toothbrushes 


gently but thoroughly 


And safely! The busy, round-end 
bristles are so flexible, they pro- 
tect even the tenderest gums yet 
do a wonderful cleansing job. 
That’s why 15,000,000 Americans 
changed to this type of brush. 


“FLEXI-BRUSH" massages gums 


Recommend the new Wisdom “Flexi-Brush for safer 
gum massage, deeper cleaning, brighter polishing. 


the newest member of the famous WISDOM family 


“FLEXI-BRUSH" penetrates 
between teeth 


Myriads of flexible nylon bristles 
to twist and bend and clean every 
corner of every tooth and between 
teeth too. Yet “Flexi-brush” 
bristles spring back firmly to 
polish teeth to a brilliant sheen. 


THE NEW WISDOM FLEXI-BRUSH—ANOTHER ADDIS PRODUCT 


Say you saw it in “The Dental Journal of Australia’ 


The Dental Journal of Australia 


j 
2 


March - April, 1953 


PORTE X 


“Co-pol” Denture Base 


Ethyl-methyl methacrylate Co-Polymer 


FRACTURE-RESISTANT 


having all the well-known attributes of acrylics 


PLUS very much greater RESILIENCE 


(Light, Mid and Dark Pink and Clear) 


From All Dental Supply Depots 


Wholesale Distributors: 


PAUL WITZIG & CO. PTY. LTD. 


55 YORK STREET, SYDNEY 


Telegrams: Box 1352, G.P.O., Telephones: 
Witzigo, Sydney SYDNEY BX 3147 


Say you saw it in ‘‘The Dental Journal of Australia’ 
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ULTRA-VIOLET 


and 


X-RAY EQUIPMENT 


for the Dentist 


KROMAYER LAMP.—The Hanovia Kromayer Lamp for focal applica- 
tion of Ultra-Violet rays has received accredited recognition by the 
Dental Profession. 


The use of ultra-violet rays extends to the following :— 
Irradiation of Periapical Tissue after root fillings ; Treatment of Per- 
iodonitis ; Post operative irradiation ; Bleaching of Teeth ; Diseases 
of the Oral Mucous Membrane; Gingivitis, Stomatitis, particularly 
of Stomatitis ulxeosa and stomatitis ophthosa ; Wounds, Trigominal 
Neuralgia. 


The Kromayer Lamp is compact, convenient and has a definite place in 
Dental Surgery. 


Dental X-Ray 
Unit 


Offers complete protection from 
electrical hazard and stray x-radiation. 
The tube-head suspension assures 
stability and ease in positioning. 
The Ampoule stays where you put it, 
without recoil or vibration. 


SAFELIGHT Combination 
Illuminator 


Designed to serve two purposes: provide an illumination which 
will not fog the film during darkroom procedures ; and a film 
illuminator for viewing when processing. Simply fold back the 
safelight to expose the flashed opal glass for film viewing. 


We invite your inquiries 


@ Watson VicTror 


9-13 Bligh Street, SYDNEY Telephone : BW 4433 


WarVic 


Branches at all Principal Cities throughout Australia and New Zealand 


Say you saw it in “The Dental Journal of Australia” 
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Available from wholesale 
and retail pharmacists in 
all states. 


Clinical samples available 
from the manufacturer. 


*“*THOREXIN’’ Antibiotie- 
Anaesthetic throat tablets con- 
tain a balanced formula of 
tyrothricin, ethyl aminobenzo- 
ate and chlorophyll, providing 
respectively antibiosis against 
gram positive bacteria, pro- 
longed acting local anaesthesia, 
healing of damaged tissue and 
neutralising of malodour. 


‘‘THOREXIN’’ will be found 
extremely valuable in treating 
throat and mouth conditions, 
especially many arising from 
dental treatments. 


Manufactured by 


GROSVENOR LABORATORIES PTY. LTD. 


Distributed by 


POTTER & BIRKS PTY. LTD., SYDNEY. 


Say you saw it in “The Dental Journal of Australia” 
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What would have been 
your diagnosis? 


Philips Wall-type Unit 


Philips Model 2A is o 1. The hidden caries. 
compact wall - mounted 
unit especially designed 2. The distressing supernumerary. 
to occupy a minimum of 
space in the smaller sur- 3. The unexpectedly absent permanent 
gery. It produces highly tooth 

detailed intra-oral and 
jaw radiographs quickly 
and easily. 


The negatives above are actual reproductions of X-Rays taken 
by a leading Macquarie Street Dental Surgeon, whose diagnoses 
are listed above. 


What would have been your diagnosis without efficient X-Ray? 
These negatives clearly reveal the many unsuspected dangers 
that can be detected only by X-Ray. 


That’s why it is always a sound principle to X-Ray your subject 
if you are not quite sure of its case history. 


PHILIPS 
APPARATUS 
PHILIPS ELECTRICAL INDUSTRIES PTY. LTD. 
SYDNEY + MELBOURNE + BRISBANE + ADELAIDE + PERTH 


X5A-50 


Say you saw it in “The Dental Journal of Australia’ 
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Dental, Medical, 
and Technical Printing 


YOUR STATIONERY .. . should 
Reflect the Dignity of your Profession 


When requiring Memorandum of Fees Forms, Record Cards or any kind of 
printed stationery, ask for our representative to call—we can assure you of 
quality and distinction at a moderate price. 


Technical printing receives our special attention, and our extensive and 
exclusive range of matrices for the printing of formulae, Greek and mathe- 
matical signs and tabular matter enables us to execute this class of work at 
economic prices. 


SIMMONS LIMITED 


32 PARRAMATTA ROAD (Opposite University Oval) GLEBE. 
Phones : MW 2676 (4 lines). 


For your patients’ comfort and cleanliness 


= 

~—. ans Sanos Denture Paste combines the 

4 { at most modern antiseptics to destroy 

bacteria, and the most modern deter- 


SANOS PTY. LTD. gents to remove mucin plaque. 
Nothing can make plates cleaner and 
206 Carlisle Street. Balaclava, Vic. . 
with Sanos. 


.. . fecommend brushing with SANOS 


Say you saw it in “The Dental Journal of Australia” 
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CLEMENT'S ELECTRIC 
ASPIRATOR 


(SUCTION UNIT) 
MOUNTED ON TROLLEY 


For Use in Exodontia and 
Oral Surgery 


Adequate Suction necessitates the removal of large 
quantities of air to maintain sufficient negative 
pressure to be effective. 

Quietness and Long Life necessitate slow-moving 
parts. 

This pump fulfills the above requirements, as it has 
large capacity, 40 litres of free air per minute, high 
vacuum, 29.7” H.G., and low speed, 350 r.p.m. 
Vacuum Control can be fitted if required, so that 
suction can be set to any required degree, from the 
gentlest suction up to 29.7" H.G. ! 


ADVANTAGES IN USE 


Sponging with consequent risk of traumatization is eliminated. 

Visibility of operative field is maintained by rapid removal of blood, saliva, etc. 

During anaesthesic, rapid removal of debris is essential to eliminate risk of inspiration 
of foreign matter into the lungs. I 


H. 1. CLEMENTS & SON 


XB 3492. 62/64 Pacific Highway, St. Leonards, Sydney. 


ISOTONE LIQUID 


Faulding 


Clinical demonstrations have shown Isotone Liquid to 
fulfil our expectations. 


Reports from practitioners throughout the Common- [ig ity 
wealth speak highly of its rapid and profound OTONE Z 
anaesthesia with total absence of toxosis and unplea- LIQ UID Iv 
sant post-operative troubles. ANAESTHETIC Y, 


“ISOTONE 


Isotone Liquid possesses all the qualities of a freshly spect QuID’ 
prepared solution, and its self-sterilising non-toxic tw Nay te 


base ensures its keeping properties. conduction, 


| Isotone Liquid represents 2°, Procaine Hydrochloride, 
1-40,000 Adrenalin Chloride in an isotonic (pH6.5) 
self-sterilising base. 


2-oz. Vacuum Sealed Bottles 
Less 10° for | dozen bottles. 


F. H. FAULDING & CO. LIMITED 


Adelaide :: Perth :: Melbourne :: Sydney :: Brisbane and London 
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Johnson & Johnson's sterilised, absorbent }” Cotton Pellets afford considerable 
convenience for use in the dental surgery. They provide ready made swabs 
of uniform size, shape, weight and absorbency. For further convenience in 
drying pulp canals, Johnson & Johnson's absorbent Points. 


HEMO-PAK 


Hemo-Pak — prepared from oxidised cellulose — 
achieves haemostasis through the marked affinity 

of cellulosic acid for haemoglobin. No additional 
haemostatic agent (such as thrombin) is required. |. 
Hemo-Pak facilitates a completely sterile tech- 
nique. The 14” x 2”, 4” x 24 yds. gauze 
strip, with labels inside the tube, for 
immersion in suture solution — always 
ready for immediate use. 


ETHICON SUTURES 


Every Ethicon Suture is strong, pliable, smooth and ex- 
ceptionaily uniform in diameter. There is considerable 
advantage in standardising upon Ethicon, not merely 
because the Ethicon label is your assurance of finest 
quality, but also because Ethicon makes available a 
complete range of absorbable and non-absorbic sutures, 
in standard gauges and in a comprehensive range of 
materials. 


PTY. LTD. SYDNEY 


MELBOURNE — _ BRISBANE — ADELAIDE — PERTH — HOBART 
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“CLASSIC” 
(Acrylic) 
TEETH 


CLASSIC TEETH are duplications of beautiful natural teeth and 
are completely dependable; each size in any given group is exact 
both in outline and in character to others of the same group. Sizes 
can be confidently relied upon to be consistent. 


UPPER ANTERIORS comprise 
22 sizes, sub-divided into 6 
groups, the relation of one pat- 
tern to another being desig- 
nated by the letters G, L, M, N, 
S, ie., G for Giant, L for Large, 
M for Medium, N for Normal 
and S for Small. LOWER 
ANTERIORS consist of 6 
graduated patterns of beautiful 
design. A suitable size is avail- 
able for any upper set selected. 


POSTERIORS are covered by 10 patterns; 8 of anatomical design 
and 2 Z patterns, the latter being flat occlusal types. 


SHADES are represented by 10 colours numbered 37 to 47. Ranging 
from very light to dark they present a choice that will comply with 
every normal colour demand. 


Obtainable from: 
Associated Dental Products Pty. Ltd., Bray’s Dental Supplies, 
185 Elizabeth Street, Catton Building, 
Sydney, N.S.W. 195 Liverpool Street, 


Sydney, N.S.W. 
Harcourt Neil Pty. Ltd., 
Richmond House, Wilcla Dental Co. Ltd., 
154 Castlereagh Street, 49 Park Street, 
Sydney, N.S.W. Sydney, N.S.W. 


also Victoria, South Australia and W. Australia. 
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XYLOCAINE 
AGAIN 


During a national broadcast on dental materials and 
techniques in December, 1952, from the University of 
Illinois, Chicago, U.S.A., one of the guest speakers, 
Professor Ostrander of the University of Michigan, was 
asked these two questions— 


Question 1—Which local anaesthetic would you use if 
your patient was a cardiac case? 


His answer—Xylocaine without epinephrine. 


Question 2—Which of all the local anaesthetics de- 
veloped so far would you choose if you 
had a choice of only one to use in your 
practice? 


His answer—Xylocaine 2% with epinephrine 1/80,000. 


Use Xylocaine 


| Safer than Procaine — Quicker Acting — Less Anaesthetic 
Required — More Profound Anaesthesia — No Side 
Effects. 


Manufactured by 


| A. B. Astra, Sweden 


Distributed Through Appointed Dealers 


Commonwealth Dental 
Supply Coy. Pty. Ltd. 


Brisbane, Townsville, Sydney, Melbourne, Hobart. 
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DILUTED, 
Costs less than 


There's a vital place for 
Zephiran .-.-... 


Brand of Alkyidi 


in every modern surgery 


HAND & ARM SOAK 


MOUTH-WASH 


R THE DISINFECTION OF:-= 


BRACKET TABLE 


HEAD REST 


ARM REST 


INSTRUMENTS 


PROSTHETIC APPLIANCES 


BAKELITE CONE 
SURGICAL EQUIPMENT 


FLOORS & WALLS 


Zephiran is an antiseptic of high germicidal and 
bacteriostatic potency. It offers a wide range of 
dental applications from the disinfection of cut- 
ting instruments to its use as an_ effective 


antiseptic on mucous membranes and the skin. 


B 

A 
BAYER 

= 

R 


Trade Mark 


BAYER PHARMA PTY. LTD. 
56 YOUNG STREET, SYDNEY 


Distributors: Fassett & Johnson Limited, 36-40 Chaimers Street, Sydney 
25.52 
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CHILDREN LOVE CLEANING their TEETH ie 
WHEN the REWARD isa 


GOOD TEETH CERTIFICATE 


This ‘‘Good Teeth” 
Certificate featuring Alice 
and her friends has been specially 
designed for you to give 
to your child patients 


Remember also that professional size tubes of 
Gibbs S.R. are available for distribution to your 
patients. Fill in the coupon below and forward 
to ‘‘Certificate” Box 1590, G.P.O., Sydney. 


Please forward supplies of (a) Gibbs $.R. Good Teeth Certificate. 
(b) Gibbs S.R. Professional Size Tube. 


NAME 


(Strike out item not required) a 


ADDRESS £ 


SR.56.FPT 
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A GENERAL PURPOSE ANALGESIC 


of special interest to 


THE DENTAL PROFESSION 


SALICYLAMIDE 


Nicholas 


Salicylamide, besides having good analgesic and anti-rheumatic pro- 
perties and being less toxic than salicylates, also possesses these 


important advantages :— 


1. Salicylamide tends to decrease blood clotting time 
and thus may be used when wound healing is im- 
portant and other analgesics, which prolong blood 
clotting, are contra-indicated. 


Salicylamide is neutral — no alkali (with consequent risk of 
alkalosis) is required with large doses. 


Salicylamide does not hydrolise in water or in the stomach to 
produce irritating free salicylic acid. 


Salicylamide is better tolerated and is less irritating to the stomach 
than other salicylates. Higher dosage is thereby possible. 


The risk of sensitivity to salicylamide appears to be small and 
therapy may be possible with patients sensitive to other salicylates. 


SALICYLAMIDE (Nicholas) is available in bottles of 100 tablets each 
0.5 gm. salicylamide. 


@ LITERATURE and further information on application to: 


Ethical Division, NICHOLAS PROPRIETARY LIMITED 


MELBOURNE SYDNEY BRISBANE ADELAIDE PERTH 
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In boxes of six pieces, each 
piece containing 5,000 i.u. 
penicillin (calcium salt). 


FOR PROLONGED 
LOCAL MEDICATION 


& HANBURYS (Australasia) LTD. 
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The pivot on which every tooth service turns is the teeth that 
make fine denture service possible. Because New Hue Teeth 
offer you so many exclusive and distinctive advantages, we long 
ago made New Hue Teeth the pivot of OUR Tooth Service. 
And we support New Hue Stocks with trained personnel who 
KNOW teeth. Just how dependable our Tooth Service is, is 
evidenced by the many dentists who, when they want teeth, 
just naturally call upon us. 


KEMP & LIDDELL PTY. LIMITED 


"Newlands House" 


Phone: M 6794 141-143 ELIZABETH STREET, SYDNEY 
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THE PLASTIC 
FILLING 
MATERIAL 

WITH A 
BACKGROUND OF 
THREE YEARS’ 
SUCCESSFUL 
CLINICAL 

TEST 


This photograph shows 


the complete ‘SEVRITON’ 
6-colour working outfit 


‘SEVRITON’ has impressed dentists in all parts 
of the world by its fulfilled promise of COLOUR 
STABILITY, AESTHETIC EXCELLENCE, 
and DURABILITY. You, too, must try it and 


experience for yourself the advantages of this 


remarkable new material. 


Registered Trade Mark 


AN ‘AMALGAMATED DENTAL’ PRODUCT 


Made in England. Originated by de Trey Freres, S.A., Zurich, Switzerland. 


Distribution to the Dental Trade in Australia: 


THE AMALGAMATED DENTAL (Australia) PTY. LIMITED 
124 - 126 Exhibition St.. MELBOURNE, C.1, and 160 Castlereagh St., SYDNEY 
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Norsk 
Orthodontic Service 


We take pleasure in advising 
those practitioners who are find- 
ing in the Norsk method of 
treatment the answer to many of 
their orthodontic problems, that 
our staff of specially trained and 
experienced technicians can pro- 
vide complete technical service. 


A full prosthetic laboratory ser- 
vice is also available. 


Enquiries Invited 
Specialist Laboratories 
Pty. Ltd. 


185 ELIZABETH STREET, SYDNEY 
MA 7656 


Why ‘OXYGEN-CLEANING’ merits 
your professional recommendation 


Because of the efficiency of crevice. Thus, the whole plate 
oxygen as a cleaning agent, is freed from stains, disin- 
you may confidently recom- fected and deodorised. 

mend ‘Steradent’ as a denture 

cleaner. ‘Steradent’? cleans ‘Steradent’ is suitable for all 
dentures by means of the types of dentures. 


Steradent 


oxygen. 
REGD. 


When dentures are immersed 
in a solution of ‘Steradent’ : 
and water, active oxygen is Specially made 
carried into every corner and to ‘oxygen-clean' dentures 
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FREE DELIVERY TO ALL STATES 


(ESTAB. 30 YEARS) 


“For Quality and Economy 


in all your Printing.” 


All kinds of Dental 
Stationery and Chart Cards. 

Let us know your requirements 
and samples with prices will be sent. 


KEMBLA BUILDING, 58 MARGARET ST., SYONEY 
FJ 1041 (2 wines) 


CO-AG AND CO-AG-SED 
ARE INDISPENSABLE 


TO MY PRACTICE! 
CO -AG and CO-AG-SED 
CLINICALLY-PROVED For Positive Control of Haemorrhage and 


DENTAL HAEMOSTATICS Relief of Post-Operative Pain and Soreness. 
Use, and prescribe with confidence, CO-AG 


COAG ant CORG and CO-AG-SED. 
SED are indispensable Fully proved by clinical test, for the prophylaxis and treat- 
to the busy _ practi- ment of dental haemorrhage. 
Co-Ag is orally administered and quick in action. 
tioner. They are avail- Non-toxic, non-irritant, entirely reliable. 
able from Chemists Co-Ag gives positive haemorrhage control. 
and Dental Depots. 


Co-Ag-Sed quickly relieves post-operative pain. 
Co-Ag-Sed allays natural stiffness and soreness. 


MEDICUS LABORATORIES 
73 YORK STREET, SYDNEY. Phone: BX 1991. 
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The antiseptic 
you use..... 


If it is ‘Dettol,’ it is efficient, This property, coupled with 
non - poisonous, non - staining, its wide margin of safety, makes 
pleasant and deodorant. ‘Dettol’ invaluable for use in 

The germicidal efficiency of dental practice. 

‘Dettol’ remains high even in ‘Dettol’ destroys germs, but is 


the presence of organic matter. gentle to tender human tissue. 


DETTOL 


REGD, 


The Modern Antiseptic 
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TRURAY 
Teeth 


The Perfect Substitute for Natural Teeth 


AUSTRALIA'S BEST SELLER 


TRURAY 


present 


MODERN ANATOMIC MOULDS 

SUBTLE CHARACTERISED BLENDING 
FULL NATURAL HARMONY 

CORRECT DEGREE OF TRANSLUCENCY 
PORCELAIN STRENGTH UNEQUALLED 


TRURAY Range... 


TRURAY ANTERIOR PIN TEETH 


@ NARROFORM POSTERIORS 
@ FUNCTIONAL POSTERIORS 
@ ORTHOFORM POSTERIORS 


| HARCOURT NEIL PTY. LTD. 


154 CASTLEREAGH STREET, SYDNEY. 
MA 2840. 
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IVOCLAR TEETH... 


The Natural Choice of the Dental Profession 
You Smite, naturally, with Seeth 


@ IVOCLAR TEETH are made from a new type of Swiss Porcelain, 
with many Special Qualities. 

@® IVOCLAR TEETH will react to artificial light in the same way as 
nature’ teeth. They have exactly the same appearance as 
natural teeth both by daylight or under any artificial illumination. 

@ ITVOCLAR TEETH have a warm life-like appearance not usually 
iound in artificial teeth. 

@ ITVOCLAR TEETH are numbered by a special method which tells 
at a glance the length of the upper centrals and articulating 
lowers. 

IVOCLAR TEETH have all the advantages of both Porcelain and 
Acrylic teeth. 

IVOCLAR TEETH when necessary may be cut with a rubber 
abrasive wheel and repolished. 

IVOCLAR TEETH are shaded in three separate groups according 
to the basic colour. 

IVOCLAR TEETH are made in “ordinary,” “filled’’ and “charac- 
terised,’’ thus giving an individual appearance to each denture. 
All popular moulds in stock. 


Full supplies of the new chromatic timing D.P. elastic impression 
cream now available. 
The pink mix turns white on setting in the patient’s mouth. 


C 37° 


Body temperature denture base material. 


SOLE DISTRIBUTORS: 


Associated Dental Products (N.S.W.) 
Pty. Ltd. | 
8th Floor, 185 Elizabeth Street, Sydney. 
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REFLECT UPON 


The above quotation from a paper delivered to the Odonto 
Chirurgical Society of Scotland by Dr. F. P. de Caux, 
Anesthetist to the Royal Dental Hospital of London, 
indicates clearly the reasons for modern dentists’ preference 
for Nitrous Oxide-Oxygen. Increasing use is made of the 
safe Nitrous Oxide-Oxygen combination from month to 
month by progressive members of the profession because— 


@ It reduces patients’ fears of difficult extractions and pro- 
longed treatments by ensuring complete freedom from 
pain. 


@ It produces no harmful reactions (nausea, coughing, etc. ). 


@ Speedy elimination from the body promotes rapid 
recovery—a benefit to both patient and practitioner. 


@ Normal bodily functions are not disturbed. 


Technical data will be supplied to the profession on request. 


THE COMMONWEALTH INDUSTRIAL GASES LIMITED 


_ 138 BOURKE ROAD, ALEXANDRIA, NEW SOUTH WALES ae ; 
OXYGEN + NITROUS OXIDE + CARBOGEN «+ CYCLOPROPANE + CARBON DIOXIDE 
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HAGER & MEISINGER G.M.B.H. DUSSELDORF 


Available from your usual depot. 
Wholesale Representatives: 


SIL-ORA DENTAL PRODUCTS. 
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When you switch from Silicate to Filling Plastic—USE 


(Registered Trade Mark) 


THE SWISS COLD-CURING ACRYLIC FILLING MATERIAL 


The Advantages: 


* 3 Techniques for Working: 
1. Pressure-Technique, the usual method up till now. 
2. Drop-Technique, without pressure. 


3. Brush-Technique, without pressure. 


9 colours assortment (with 2 additional Spatulas) 


Highly Translucent. * 
Colour—Constant. 


es No additional Catalyst neces- Assures Perfect Fit. 
* 

Non-irritating. 
* 

* 


* 
sary. % Sharper Margins. 
No additional Cavity-Sealing or ye Long Shelf Life. 
Will not Wash Out. x 


Varnish necessary. Is very Economical. 
Polymerises in 4-6 minutes. * 


The Filling is Stone-Hard. Saves Chair Time. 
IF USED WITH THE BRUSH-TECHNIQUE: 


(a) No Mixing: (b) No Matrix; (c) No Pressure; (d) No Heat. 
HESACRYL SHADES: 9 tooth colours, and 1 grey and 1 pink. 


Obtainable at: 


HARCOURT NEIL PTY. LTD. 
154 Castlereagh Street, Sydney. Phone : MA 2840 


Manufactured by: Chemische Fabrik Schonenwerd, H. Erzinger, A. G. Schonenwerd, Switzerland. 
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Latest development by 
the Dentists’ Supply Co. 
of New York. 

Widely acclaimed in the 
U.S.A. and many_ other 


parts of the world, 


Now manufactured in 


Sole Wholesale Distributors 


THE AMALGAMATED DENTAL (Aust.) PTY. LTD. 
Melbourne Sydney 
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